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C ERS Hedlth Benefit Service: ‘vision
Employer Health Event Notification
. Notice Processed Date: 11/07/2007

Agency:68 Unit: 0 Name: City of Bell

69 Clity of Bell
Lourdes Garcia
6330 Pine Ave.
Bell, CA 90201

CalPERS Employer Health Event Notification

Subscriber Name
ISpaecla-Sheﬂleld, Sean-Tho

SSN#

Eff. Daie 'Plan Name sn |Calegory [ﬁmrlptlon lAulnn

01/0172008|PERSCare 00 [Change Plan Open Enroliment Plan Cinsert

. Total Events - 1

RV 1
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Califomia Public Ex ! Refirement System
P.O. Box 842714
n Sacramento, CA 84220.2714
HEALTHBENEFITSAAN DO NOT SEND MEDICAL
D G CLAIMS TO THIS ADDRESS CalPERS USE ONLY - DOCUMENT REFERENCE NUMBER
» PLEASE TYPE{
A Family [
1. TYPE OF ACTION Sc | LISTALL PERSONS (nciuding salf) DATE OF BIRTH Relgtien | O
(Check One) g 5 TO BE ENROLLED IN: I chlp ]
N | 17. BASIC PLAN #o. | oAY | v -
b el g A Xy A s
g 3. SPOUSE'S SOCIAL SECU »
[ ¢ CANCEL aft coverage | NUMBER — Zﬂt’%ﬂ, 'Sﬂﬁ. i q H 5¢ /

employass anly)

8. PLAN CODE

10. GROSS PREMIUM

$
N
12, PRIOR PLAN CODE | 19, PRIOR HEALTH BLAN : o _'erﬁﬁéﬁf‘" Famly | &
vo | (T (1.1)) TAST) Refatlon g
'og Mo, Day Yr. ship €
14, Permitiing Eveni Code | 16, Permitling

Evant Data

sl YL

t oo |*

19. CHECK ONE

3 100 NOT wish to enroll in a Health Benefits Plan under the Publis Employees’ Medical and Hospiial Care Act.
0O 1 eled to ENROLL IN (OR CHANGE TO) a Health Benefita Plan as shown in ilams 8 and 9 abova and authorize deductions to be made from
my salary or retirement allowance {o cover my share af the cost of enroliment as # is now or as R may be in the future. ) also centify that the

names of all dapendents liated above in ltems 17 and/or 18 are eligible family,members as defined in the Public Employees’ Medical and

Hospilal Care Act:
Laclact & CANCEL tha Hualh Ban

MFLUOYE

3 shown in items 12 and 13 above.

@l S880ru

ang
Hospital Care Actand the regulations implementing the WHITE- HBD

o PINK- Agency

BLUE - Emgloyes

R el
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* TRANSACTION REPORT BATCH: 20671152 B: 10/06/2006 USER: 0131TBAS

whhhhbhahddihdddrdbhdhddrdbhkohdddioddids AR CANS AN R Adhh ik hhhddd iy

ﬂa‘t&ht’hi*!tﬁtﬁitﬁtt.ﬁittl'tiiitt'ﬁii'tt.tttt‘iiiiitt. dhddkEWrd

wREAARRARS R A ARSI AR DSAANAPRAI R T addD

* 4. Change Health Plan
AARRANBINAARAANS AR AN TR d NI AAATIE NS

NAME (LAST, SUFFIX, FIRST, MIDDLE)

Spaccia Pier' Angela
SEX BIRTHDATE OLD BIRTHDATE
P 09/19/1958

CURRENT ADDRESS
Domestic Mailing

APPT START DT TRANSACTION TYPB POSITION STATUS
4 Ghange Mealth Plan

ER CD:69 Bell ORG ID:131

HEALTH COVERAGE
HRALTH EVENT REASON CODBEDESCRIPTION EVENT DATB HBO REC DT HTH BFF DY
05/01/2006 08/07/2006 01/01/2007

400 Open Enroliment Plan Chg

FLAN NAME PR COVERAGE TYPE PHYSICIAN

PBRSCare LA Area 1

ELIG CODPE BLIG ZIP MED GRP NED GRP DT

1
SPOUSE SSN COBRA STRT COBRA END QUALIFY SSN PREM PAY METH PAY EFF DT

01/01/2007

&

Page 104 of 213

Page 1 of 1
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- Page 1 of 1

AREA NN AN T RS LA AR R RN AN RS RRA R AR T LA RR R A SRS CRRAR R A A IARRA AR SR T ARG R TARS

* TRANSACTION REPORT BATCH: 17349158 DA TE: 01/31/2006 USER: 0131TBAS

AXERAAATTRARRA ARG RRAREAA RN CARNARAAANTRNT SANN AL AR ATNCRS RN RTRARAOTRTY

AREE AU AAGT AR AN AN SRS DA A R AW A d AR

* 1. New COBRA Health Enrollment

ERTERAXBNGCRRNR N AN RN A AR AR AR NN RSN

NAME (LAST, FIRST, MIDDLE)
Bpaccia-Sheffield Sean -Thomas F

SEX BIRTHDATE OL D BIRTHDATE
M 01/15/1983

CURRENT ADDRESS
Domestic Mailing

IN ¢/0
BOX/ST
2NDLINE
CITY

ST/2IP
COUNTRY !
PHONE: - X
APPT START DT TRANSACTION TYPE POSITION STATUS
17 New COBRA Health Enrxol -m
ER CD:69 Bell ORG ID:131

HEALTH COVERA GBE
HEALTH EVENT REASON CODESDESCRIPTION EVE NT DATE HBO REC DT HTH EFF DT
136 COBRA Loss of Dependent Status 03/ 01/2006 01/23/2006 02/01/2006

PLAN NAME PR COVERAGE TYPR PHYSICIAN

- e e o a8 Gm e v W - v e L e e e T

R —m- .- .- - - LT P T

e RGN~ Eme® mas .- - D O D b Ak e oy e Mh e m e v e S N e G dm R W e e A e W

02/01/2006 02/01/2009 6060309 50 COBRA 02/01/2006

&% s ol ¥t amA sne rrAn - tme lAnA,

Lbbenime [l remennr mn | NGRSyl igyy SRy | SLIEDY, | TS
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R348:
i . . \
0CT.24 2003 07:52 818234313 Jue Cross of califorp. ’ #6378 £.003/003
Sie 'CLAIM CONTROL NUMBER « FOR BLUE CROSS USE ONLY
<G> PERS Cloice :
v 5
PERSZ0ee i ST e

PATIENT MFORMATION

NEWADORESS (1YES (0 - (P VES, HAVE EMPLOYES SI0N THE FORM,
MEUSERS MARITA. STATUS 1 OTHER COVERARE ST

e

ey O VARRIZD () \ECALLY BEPARATED. (/CACROED (3 WDOWED
Y -
PART 8 ? COLPLETR IR YOU ARE SINIRED:
CAYTED ] l NAMS OATE OF A R
] L tom ~
5%% 'ﬁ"mﬂm * E!%"ﬁ%'m'uﬂ&&“@m
WAS GONDMON RELATER TO E@0MGNT? [ YESl f| (0 ,! ity
. ; ADPRESY
DESCRISE BAIEFLY PATIENT'S ILLNESS OR ]
¥ , HOW IT OCCURED, » 4 SPOUSED
LOIL  REACT) i :
I¥ DNORCED OR wuvmmunmncwmsmn»menm .

OTHZA INSURARCE INFORMATION ] %‘3
BOSS PATENT HAVE OTHEA KEATR naURMCE? Clfes Y7 § T P T
% . ADDRESS

mnge T:s :
ASDAESS ; : EMELOVER'S
v T e s A
- ' i
REPERRING PHYSICIAN - : ’ )
g::am&omanmmma .PhyslTl. Respiretory or Speach Theraplst, what ls the nams of the physiclan who ordered
or, ’ i

Plaase read both sides of this forn} Larefully, Use a saparate Pgtiont Claim Form for EACH PATIENT, Pleasa PRINT or TYPE.
YOUR.GOOPERATION IN COISPLETING ALL ITEMS ON THE CLATY FORM AND ATTAGHING ALL REGUIRED
DOCUMENTATION WG HELP EXPEDITE QUICK AND ACCURATE PROCESSING OF YOUR CLAIM,

TOTAL . |1 ooty tat ] nformatioh on this clim form i tus end cormeot o the best of my knowlodge |

NUMBER of any medicafinformalion’ necessary lo process this claim. " IS ety
| | oFenLs : o 407 i

ATTACHED

—
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R3483

OCT.Z}_'ZOM 07:52 818234317’2 Blus Cross of California #6370 P.002/003
m +

ABOUT THIS FORM 4

Dear PERSCare / PERS Choice Member: [
Usually, ail praviders of health care will bill i::uﬂy for sanvices to you and your enfolled dependents.
This is the prefonued procedure=you are n § ered with claim formg, and we often need more details than are orginarly provided on bills to

patients, :
But somstimss a physician may not bill us. G an ambulance company, for example, may send the biil directly to you. In elther instance, we bave
no way of knowing ahoul your claim. _

This Ie why this form was developed, Use ﬁsmﬂyusofanyewered health service for which we have not already been biled. You are urged o
send vs each bilj immediately upon tecel :

Please read the instructions about how to tisd this form. it is for your convenience,

We are happy to serve you.

. Write your Group-Number and your PERSCare
:sach patient or PERS Choice ID Number on the face of each

you keep copies for bill.

HOW TO USE THIS FORM
» Piease complete a separate clalm form K
= Attach original medical bills, We suggestital

your records,

* It you are enrolied in Medicare, atiach a gfgar copy at the
o™ THE FOLLOWING INFORMATION MUST ALSO BE

Explanation of Benefils you recelva Jedticare.
Explanation of Bensfits from your other désrier. , )
7 REGISTERED AND LICENSED VOCATIONAL NURSES:
WHEN TO USE THIS FORM ' « Hours and dates of sevice
« Each time you submit bills, inchuding thopd for ambulance services . .
and applinces not usually billed direcly|® Blus Cross. Location of service (residence or name of hospital) - .
:  Written documentation of physician’s referral (mus! inclucda the

» Do not use this forn for bils which are biging sent directly
2 A oS stalo ficense number, plan of treatment and estimated duration

Cross by the hospital, dottor, or laboraid o o
BILLS MUST BE WEMIZED _ ngus‘ll:ﬁ“c DEVIGES, APPLIANCES OR Dutuaua MEDICAL
Cantelled ghack, oash register recelipts and temized “balance
due® statemants oannot be processed, Eaciyemized bill must * Docwor's orders or prescriptions
i . - Purchase prico
1. Name and address of provider (doctor, Ral, laboratory, or AMBULANCE

ambulante senvics, ete.)
¢ PFick-up and delivery polnts

2, Nama of patient A5
3. Date of service ; * Number of mes
4. Amount charged for each senvice " WHERE TO SEND COMPLETED CLAIM FORMS
5. Diagnosis or reason for treatment | - Mail completed form plus itemized bills to:
Blua Crogs of Cakfomia

PO Box 4388
Woodland Mills, CA 91365-4988

CLAIM INFORMATION

Claims or benefit questions will ba answered by calling
1-877-PERSPPO (1-877-737-7776),

For prescription drug relmbursement claim. forms, please oall
Merck-Medco Member Servicas et 1-800-316-0178.

.

s
e
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TECHNIMED-VERNON INDUSTRIAL
MEDICAL CENTER
3364 E. SLAUSON AVENUE
VERNON, CA. 50058

Respondent Exhibit 43 Page 111 of 213

noKoy

Employer: * ITY OF BELL
6330 PINE AVENUE
o lade BELL, CA 90201

Injury Date: 09/15/03

323-584-7242
m Case #: .
-Add Case #:
Patient _ N\ Responsible Party |
ANGELA SPAECIA ) .
CITY OF BELL

Account # 1-08196

STATEMENT OF ACCOUNT

6330 PINE AVENUE
BELL, CA 950201
Attn: ALEX VELOZ

‘

| Date Diag MD Loc Code Description Of Sexvice Amount: |
09/15/03 995.3 FG 3 . =L 76.50 |
09/15/03 995.3 FG 3 4£.50 ¢}
09/15/03 995.3 FG 3
09/15/03 995.3 FG 3 ¢ 15.38
09/15/03 995.3 FG 3 12.00
09/15/03 995.3 FG 3 ) i 20.00 .
—
Billing Last Payment PR \\
Date Amount Date Current Over 60 Over 90 Over 120( ' Total. ]
09/18/03 i KiT128,38 )
..'*.. 3 ,\ . .-""
Make Checks Payable To Federal Tax ID Number: “\«Blaasé !
TECHNIMED-VERNON INDUSTRIAL MEDICAL CENTER 95-4001916 *This. -’
te Lic G48455 Amount

i

J 128.38
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- - -DOCTOR’S FIRST REPORT 1. INSURER: (O & LEB
OF OCCUPATIONAL INJURY 1470 SO. VALLEY VISTA DR. #230

OR ILLNESS oot DIAMOND BAR, CA 91765
State of California

Within 8 days of your initial exanipaticm, for every cceupaticoal injury or 1llmess, sapd two copies of thim Zoport to the esployers
workers' carmpsnsation insurance cerzier or the self-insured esployer. Failuza to £ile a timely dootor’s xeport may result im a oivil -
ponalty. Iu the case of diagnoaed oz suspected pesticide polevniug, ssnd @ oopy of this repoxt to nidatm‘o! Tabox Statistics apd

Raseuzch, FO Box 420803, San Fransisse, Ch 94142.0603, and notify your loasl health offiear by telephons within 24 hours.

2. EMPLOYER NAME: CITY OF BELL
3. Address: ¢t IR
city., Statc

4. Nature of Bupiness:

5. PATIENT: ANGELA SPAECIA 6. 8Sex: Female
8. Address: N/A 7. Birth:

CS%: , 9. Tele:
10. Occupation: ASST. CAO . 11. 88 #: Not On File
12. Injured At: PREMISES County:

CS2: LA

13. Date & Hour of Injuxy: 09/15/2003
14. Date Last Worked: 09/15/2003 16. Pat Prev Treated: NO

15. Date & Hour of lst Exam: 09/15/2003 10:50 AM

111

17. DESCRIEE HOW THE ACCIDENT OR EXPOSURE HAPPENED:, ) — e
- ) |

18. SUBJECTIVE COMPLAINTS:

P A .
19. OBJECTIVE FINDINGS: N — L —_ [

a. Physical ,Wm: - SO - —_— . )
o o ——— . _ -———— - -l. - - o o——
b, X-Ray & Lab: 'NONE.™ _
20. DIAGNOSIS: Chemical or toxic compounds involyed? ) ICD-9 Code:
21. are Findings and Disgnosis Consistent with Patient’s Account? I )
If NO, explain: )

22. any other Current Condition that will Impede/Delay Recovery? .

IE£ YES, explain: o .| e
23. TREATMENT RENDERED: : N .

————

. ———— =

24. Fucther Treatment: i ] _ .
. . Egt Duration: 0 days

25. 1If Hospitalized: ) i Data Admitted: Est Stay:

City, State, Zips . 0 days
26. WORK STATUS: Perform Usual Work ‘
I£f NO, pat can return to: Usual Work: Modifisd Work:
Specify Restrictions: PER PRIVATE PHYSICIAN.
Doctor’s Nama: D. GONZALES, M.D.,MPH State Lic #: (48455
-VERNON INDUSTRIAL IRS No: 95-4001916
64\E. SLAUSON AVENUE Tala #§: 323-584-7242
CA. 90058

Signature: : Report Dated: 09/16/2003
Any person vho makas nr—m&h-b"uhwmlylduumunutmhﬂd statemont or material sopresentatien for the
purpose of obtaining oxr denying workezs' mnnuon benefits or payments is guilty of a felonmy. :

’

3400
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Page2o0f2

TARNDERATAAFINRNREATA R SRR A NS R R ARl dd

* 2. New Health Enrollment

AN E KRR L EAN BN RNRLE N RRRANANNARNAA AR AN

NAME (LAST, FIRST, MIDDLE)
Spaccia - Pier' Angela . N

SEX BIRTHDATE oL D BIRTHDATE - DEATHDATE
24 09/19/1958
CURRENT ADDRESS
IN' c/o : N
BOX/ST :
2NDLINE:
CITY
ST/ZIP :
COUNTRY :
PHONE: - X EE ID§:
APPT START DT TRANSACTION TYPE POSITION STATUS
1 New Health Enrollment
ER CD:69 Bell . ORG ID:131

HEALTH COVERA GE

BEALTH EVENT REASON CODE&DESCRIPTION EVE NT DATE HBO REC DT HTH EFF DT

e mAEmmr e co: ESAmmE— ST oe S EEwenhEe

06/ 30/2003 06/30/2003 06/30/2003

- - -t = e > S P O BT -

100 Time Base & Tenure

PLAN NAME PR COVERAGE TYPE PHYSICIAN

PERSCh-BC-222 1 Basic

ELIG CODE ELIG ZIP MED GRP ME D GRP DT

P - - - - - - .- .. -

R e i e T LR Y L L

Standard 06/30/2003

P L. L LN PR T

hitps://www.calpers.ca.gov/aces-app/aces-app/PrintTransactiontrackingld=5557714&userl... 7/7/2003
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ANV A IV

CalPERS - ACES Page 1 of 1

Barch Confirmation
Confirmation
Your batch was successfully submitted to CalPERS.

Organization Name: City of Bell
Usemams: 0131TBAS
Tracking ID: 5557714
Dale/Time Recelved: 07/07/2003 08:14 AM
Number of Transactions: 2
E-mall address to send processing

summary to: tdiaz@cityofbell.org

httne/Avunsr ralnare ra anv/acrac_arn/TRArmoRatah M atahManteallan—nntinm DA mal AT Acn. AMmnnna
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Public Refiroment System
==PERS N Eﬂ ¥t
HEALTH BENEFIT PLAN '

ENROLIMENT FORM
PERS—HBED-12 (Rev, 10/93)

9.0 Please check If :
Wm Ll V.S
X 5 ﬂ{iltl-‘ ‘I]',':"n
222 { VERS Chor &
X M- pARAA
s i .
12 PRIOR PLAN CODE (13, PRIOR WEALW PO 1 ) -
i - DA F 4T o 5
. | hip | ®
14, Par veul Coda| 15 . feen ] oasn i Toay] Yr.
Mo. Day VYesr | Mo. Day Year
"H 1 1 0]
19, CHECK ORE

0 IMMMMMMGMMMM“W&MWI&W%AA

3 1 clect to ENROLL IN mm-MMhuMhMOMPMeuMHmn-hmmum
solary or mitrement fo cover my share of the cost of enrallment a3 It is now or o5 i may be in the future. | olso thet the names of
oldcpmhulimlchnhnml?WullmmwmamhmmWW-md ital Care Act.

] 1 elect to CANMCEL the Health Senefits Pian an shown & hemns 12 ond 13 abows,

2A. FAY PERIOD PARTY [26. EMPLOVEE |27,
Nonth ,"“' . | pESIGNATION
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Declaration of Health Coverage
HB-12A (01/01/98)

CPART-
0

to enroll myself*and all eligible
dependents,

Respondent Exhibit 43

Page 118 of 213

California Public _.aployees’ Retirement System
Health Benefit Services Division
P.O. Box 942714; Sacramenuto, CA 94229-2714

\PART. B-1)
M Ielect to enroll myself. My eligible
dependents have other health insurance coverage.

—
\PART.B:2
0  1elect to enroll myself and eligible
dependents. Ialso have eligible dependents who
other health insurance coverage.

T-C-1 .
0  Idecline enroliment for myself and my
~ eligible dependents because we have other heaith

insurance

If you or your dependents lose health insurance
coverage, you can enroll in the CalPERS Health
Benefits Program. You must request enrollment with
60 days from the date you lose coverage.

I you do not request enrollment within 60 days,
you or your dependents must wait at least 90 days
or until the next Open Enroliment Period before
you can enroll in the Program. Your effective
date of coverage will be the first of the month
following the 90 day waiting period or the Open
Enrollment effective date.

'ART C-2
2 0 1decline enrollment for myself and/or my
eligible fumily members for reasons other than

having health insurance coverage.

‘You can request enroliment for yourself and/or your
dependents at any time. You must wait at least 90
days after-you request enrollment or until the next
Open Enrollment Period before you can enroll in
the Program. Your effective date of coverage will
be the first of the month following the 90 day

waiting period or the Open Enrollment effective
date.

PART B: If you are curvently enrolled in the Health Benefits Program and you acquire new dependeats or if
a court orders health coverage for your dependent, you can add your new dependents. See your Health
Benefits Officer or visit your personnel office for applicable time limits.

PARTC: Ifyou are not currently enrolled in the Health Benefits Program and you acquire new dependents
as a result of marriage, birth, adoption, or placement for adoption, or if a court orders health coverage for your
dependent, you can enroll yourseif and dependents. See your Health Benefits Officer or visit your personnel

office for applicable time limits.

Special rules apply to retirement and death. Please read the back of this form carefully.

A

%ﬂﬂ' Date Signed Health Bénefits Officer’s Signature

‘Member’sSignat
FB-12A (01/98)
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- INSTRUCTIONS . _| ZCLARATION OF HEALTHC ERAGE (HB-124)

Employee Complete with the appropriate employes information.
| Information :
PART A: Mark this box if you are: .
a) Enrolling in the Health Beneﬁts Program and have no dependems, or
. b) Enrolling yourself and ALE eligible ggendmtsmtheﬂulﬂtneneﬁtsl’ro&
PART B-1: | Mark this box if you are:
a) Enrolling yourself only, your dependents have other health insurance coverage, or
b) Canceling your dependents’ coverage because they have ather health insurance

coverage.

PART B-2: | Mark this box if you are:
a) Enrollmg yourseif end SOME of your dependents, your other dependents Have health

insurance coverage, or
b) Cancehng coverage for some of your dependents because they have other health
insurance

coverage.
PART C-1: | Mark this box if you are:
a) Declining enrollment or canceling your health insurance coverage, you have no

dependents and you have other health coverage, or

b) Declining enrollment or canceling your health insurance coverage for yourself and
eligible dependents and you have other health insurance coverage.

PART C-2: | Mark this box if you are:

a) Declumsemoﬂmemarcancdmgyourhealﬂmsumcecoverageformsonsother
than having health insurance coverage and you have no dependents, or .

b) Declining enrollment or canceling your health insurance coverage fot-yourself and

eligible dependents for reasons other than having health insurance coverage. _

IMPORTANT: It is your responsibility to notify your personnel office when there are any changes in your
family situation, Changes include marriage, acquisition of a dependent child, divorce, legal separation, and
death. Failure to notify your personnel office may result in adverse conseqnenca.

 Special rules for retirement and death:

Consider these points as you decided whether to enroll, decline, otmnoelmllnmtforyoursdfor

dependents.

o IfyouarenotenroﬂedhaCalPERS-sponsoredhealthphnonﬂmdneyouwpmwloymmyouwﬂl
not be eligible for heslth benefits into retirement.

o Ifyourmmdateuovarlzodaysﬁomyomsepunﬁmdmyouwmnmbedxg'bhfnrhedth

benefits into retirement.
If you die arid your eligible family members are not enrolled on your CalFERS-sponsored health plan at that

time, they will not be eligible. for continued enrollment in a CalPERS-: -sponsored health plan if they qualify
for monthly mvorbeneﬁts
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PERS Membership
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-CalPERS - ACES

Respondent Exhibit 43 Page 121 of 213

. Page 1 of 1

View Participant Information

Participant Inquiry

SSN: As Of: 05/27/2006
Name: Pisr’ Angela Spaccia Birth Date: 09/19/1968 Gender: Female
Member: Yes Refires: No Death Date:
150 ehone: [N
Dependent Information
SSN Name Birth Date Relationship Ennl Eff Date

Gender: Disabled Dependent Certification Date:
Coverage Type: Certification Expiration Date:

Pending Review Date:
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* TRANSACTION REPORT BATCH: 5557714 DAT E: 07/07/2003 USER: 0131TBAS

BATRABRRARATRARNXAAAAENRNXAARENNERANCOANNTARRAAN CONNADH RN AN NAAANCARABRNNRS

AANRARNEAR RN I NNAN LA RA RN A G NANRARNEAAY

* 1. New PERS Enrollment

KRR RRRREANRARAERRN ARV AR AR RTAL N AN

NAME (LAST, FIRST, MIDDLE)
Spaccia Pier' Angela

8EX BIRTHDATE OL D BIRTHDATE DEATHDATE
F 03/19/1958

CURRENT ADDRESS
Domestic Mailing

IN C/0
BOX/ST
2NDLINE:
CITY 5
ST/2IP :

COUNTRY :
PHONE: - X EE ID§:

APPT START DT  TRANSACTION TYPE POSITION STATUS
06/30/2003 11 New PERS Enrollment Active

ER CD:69 Bell ORG ID:131

COVERAGE GROUP OPT RETIRE SYSTEM POBITION # CBU
70002 Misc W/88 MOD N Public Employe

httos://www.calpers.ca.gov/aces-ann/aces-ann/PrintTranractinnMrackineld=58577148neerl 7177002
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A (Please PRINT or TYPE clearly) |
gaglaal::l::?g,: 94220-2709 INCOMPLETE OR IMPROPERLY COMPLETED FORMS MAY BE RETURNED TO YOU
Telephone (888) 225-7377 4
0D (518 326320 Member Action Request

2 Current Name (First, Middle, Last) 3 Daytime Phone Number
PIER'ANGELA SPACCIA IO
'] 4 Deate of Bith ' 5 Gender 6 Former Name - For name changes only (First, Middie, Last)

Alm e |X O O

7 Mailing Address: 8 Remarks (pestaining to CalPERS)

In Care of (If applicabla): ?

Street/P.0. Box:

Additional Address Line § Employer Name

City of Bell

cly:

State:CA zZip CTT : ‘
1Q) Effective Dato of Acion | 11 Subject to Section 20308 | 12 Employer Cade | {3 Disiict Code (echess | 14 Hiro Date

(1] DD wy (] 211

07 | o1 | 2003 Lves [dno 0089 o7 | 01 | 2003

15 Type of Action (check all boxes that apply for this Effective Date; if nane apply, Indicate action needed in “Remarks” [#8] above):
A [X Appointmentiembership " [ wiery Lesve i [[] Attemate Retirsment Plan (G.C. 20306)
B[] Retumfrom Leave F. ] Workers Comp Leave J. ] name change
c. [[] separation, Permanent 6. “[[] sabbatical Leave K [] Address Chonge’
0. [[] Seperston, Temp(Z 2months) M. [_] MatemityPatemity Leave . [ coversgs Group Ghangs
16 Covernge Group 17 JobiPosition Titke : 18 % @ 86 Formuia
ASSISTANT TO CAO
Cont. Rats: % :

19 D ~ This person is an Optional Member (e.g., “Elective Officer,” "Leglslative Employee”) who Is electing membership.
(Please sitach appropriate election form AESD-3, AESD-59, or AESD-229)

20 BASIS FOR MEMBERSHIP QUALIFICATION: (Optional informational field. Check appropriate box)
Full-Time for > 8 months

Part-Time for 2 20 hours for 1 year or more

Indeterminate; at least 20 hours a week for 1 year or more

Has completed 1,000 hours or 125 days in fiscal year

Person is already a PERS member

OO0

21 Form Completed By:
Management Analyst

04/11/03
{Dats)

711102
{Date)

PERS-AESD-1 (02/2002)

RJ34940
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P TIV

Online Eligibility Managemer* - MEMBER DETAIL - Page 1 of 1

. .

sty Eomattn S GEE [ (MRE BlokpEn (| EhHiE s

Member Detall

Help
Search for a Mamber '
Last Nome or Sembrr 1B Member Added
Client Information
| . ! Client(Group) Number Ctient Name
@] 00237070 CITY OF BELL
Division -~ Class Division Name Class Nams
0002-0001 BELL, CITY OF BELL, CITY OF
AddReinstate e Member Member Information
Macmbor 1 Member ID: I ierber Name: SPACCIA, PIERANGEL
| 1 Original Effective Date: Jun 2003  Bisth Date: 19 Sep 1058 Coverag

C Redmstate s Mambter E

LN

VvSP® all rights reserved. Terms of Service Privacy Policy Site Map Webmaster

711770M
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FACSIMILE TRANSMITTAL SHEET

10: FROM:
Nicole Rebecca Valdez
COMPANY: DATE:
Cal-Pers April 23, 2008
FAX NUMBER: TOTAL NO. OF PAGES INCLUDING COVER:
(916) 795-0491 5
PHONE NUMBER: BENDER'S TELEPHONE NUMBER:
323-588-6211, ext. 217
RE: YOUR REFERENCE NUMBER:
Sean-Thomas Spaccia-Sheffield
Mureent  L[1FOR REVIEW [J PLEASE COMMENT [J PLEASE REPLY O] PLEASE RECYCLE

THE INFORMATION CONTAINED IN THIS FACSIMILE MESSAGE 18 PRIVILEGED AND CONFIDENTIAL INFORMATION INTENDED ONLY FOR THE
USE OF THE INDIVIDUAL OR ENTITY NAMED BELOW. IF THE REAOER OF THIS MESSAGE IS NOT THE INTENDED RECIPIENT, YOU ARE
HEREBY NOTIFIED THAT ANY DISSEMINATION, DISTRIBUTION OR COPYING OF THIS TELECOPY IN ERROR PLEASE IMMEDIATELY NOTIFY US
BY TELEPHONE AND RETURN THE ORIGINAL MESSAGE TO US AT THE BELOW ADDRESS VIA UNITED STATES POSTAL SERVICE. THANK YOU,

,\(\NN \)'1/
SN

6330 PINE AVENUE
BELL, CALIFORNIA 90201
(323) s88-6211
(323) 771-9473 FAX

novuv
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Office of Employer and Member Health Services

P.O. Box 842714
i Sacramenfo, CA 94229-2714 ) 39
Rlll/72., 888 CeIPERS (or 888-225-7377) Nﬂ'ice o8
CalPERS TDD - (916) 795-3240; FAX - (916) 795-1277 PA Former Employee

Medlical

11/07/2007

The following health plan change has been processed:

New Plan: PERSCare LA Area Effective Date: 01/01/2008

This record represents your COBRA enroliment as of this action's effective date.
Please note that your COBRA-coveraéa will terminate on 01/31/2008.

PLAN: PERSCare LA Area PAYMENT METHOD: COBRA
PERSONS ENROLLED IN BASIC:
NAME BIRTHDATE RELATIONSHIP  ADDITIONAL
. INFORMATION
'Sean-Thomas F Spaocla'-ShaIﬁeld. 01/15/1983 Self

PERSONS ENROLLED IN SUPPLEMENT/MANAGED MEDICARE: NONE

California Pubiic Emnlovases’ Retirament Svstam MBS2EN 70RCEL014 L3
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For medical claims status, benefit information, identification card, booklets, or claim forms contact:

PERSCare LA Area
P. Box 629
Woadiand Hills, CA 91365-0628
877-737-7776 ;

Route To:

Californla Public Employees’ Retirement Svstem
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BC_LIFE & HEALTH INSURAN 40750
P.0. BOX 60007 4,
LOS ANGELES, CA 0060~ 0007 T L ——
h“_:':_:.t P z.lll!ﬁﬁﬂlﬂl’!‘.l'fhr!l!!‘:nilJl'il'__',i;ll'!l!f'l!%l"u"mm'u"“""'“""'"‘“*"’“"" APRIL 12, 2008 .
: WBUNCOXF . -
1o T U S - HCALMNOOABOWEDDORE I1d No: 693A71109 o
4 SEAN-THOMAS F SPACCIA-SHEFFIE Broup Number: KBO9OF 7
= 2
[
o
bt
(-]
[
L

Dear Member:

Federal law may affect your health coverage if you are enrolled, or become
eligible to enroll, in health coveraga that.excludes coverage. for pre-existing

medical conditiona.

The Health Insurance Portability and Accountability Act of 1996 C(MIPAA)
specifias the circumstances under which coverage may be excluded for medical
conditions that are present before you enroll. Under the law, a pre-exiatinp
condition exclusion generally may be imposed only for a limited period of time.
This exclusion period is reduced by your prior health plan coverage.

The enclosed Certificate 'of Group hoalth Plan Coverage shons.avidence of your

prior group health plen. coverage under ] )
BC LIFE & HEALTH INSURANCE. . -

This Certificate explains your rights under faderal law in regerd to:

¥ Offsetting pre-existing condition exclusions with creditable coverage
% Special enrollments in another health plan :

¥ o discrimination based on a health factor

% Individual (guarantee issue) health coverage

Please read this information carefully and keep it for future referaence. If you
hava questions about this Certificate or any of the information it contains,
please call the telephone number listed on the Certificate.
Sincerely,

2 BC LIFE & HEALTH INSURANCE.
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IMPORTANT - KEEP THIS CERVIFICATE

This certificate is evidence (or proof) of your prior health coverage under
this plan, and for any person listed below. Under a-fedearal law known as MIPAA

you may need- this avidence:

l. to reduce a pre~exiating condition exclusion period undar another plan,

2. to exarcise your right ta special enrollment in another plan, or

3. to get certain types of individual health coverage, commonly referred to
as "guarantee issue® covérage, even if you have health problems.

Separate certificates will be furnished if information is not identical. for the
participant and each Baneficiary. Additionally, this form includes educational
information intended to help you understand your rights under HIPAA.

04cs12/2008 .

BC LIFE & HEALTH- INSURANCE.
P.0. BOX 629

WODDLAND HLS , CA 91365

(877) 737-7776

SEAN-THOMAS F SPACCIA~SHEFFIE

Date Certificate Issued:
This certificate has been issued by:

Participant/Subscriber's Name;
Participant/Subscriber’s Address:

693A71109
PERSCARE-CALPERS
- (B00) 352-2238

ID Number:
Group Health Plan Name:

For mors information about this
Certificate, please call:

CA REGION TWO (LA

Waiting Date Date 1s Coverage 18 Months

Name .
Period* Coverage Coverage- Continuing? Creditable
Began - End Coverage?
SEAN-THOMAS F SPACCIA-SHEFFIE 02/01/06 02/01/06 04{01/08 . N Y

% For Coverags provided through an enployver, this is the date the waiting period

begins (usually the date of hire).
prior break in coverage. However,

the date coverage begins does not c

in some situations,
eligible or if your
carriers, this date may not apply.

This date is used to mark the end of a

the period of. time between this date and
ount toward creditable coverage.

such as enrcllment at a time other than whan you
coverage is trénsferred when yvour employer changes

Note that
are firat
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Your Rights Under Federal Law
Educational Information About the:
Health Insurance Portability and Accountability Act of 1996 (HIPAA)

You Have the Right to Offset Pre-existing Condition Exclusions With Creditsble
Coverage. Some group health plans will not give you coverage for medical
conditions that were presant before you wers snrolled in their plan. These
restrictions are known as pre-existing condition exclusions.

A pre~existing condition exclusion can apply only to conditions for which
medical advice, diagnosis, care or treatment was recommended or received within
6 months before your enrollment date. VYour enrollment date is either:

1. Your first day of coverage uﬁdor the plan, or
2. If your plan has a waiting period before your health coverage bacomes
effective, your snrollment- date .ds. the- first .dey- of vour naating speriod.

(typically, vour fxrst day "of work).

Your new plan administrator can confirm vour enrollment date in the new group
health plan.

A pre-existing condition exclusien can last up to 12 months after vour

enrcllment date, unlass you are a late enrollee. A late enrolles is a parson who
did not enroll within 31 days after first becoming eligible for coverage or who
enrolled during a special enrollment period (see below). For late enrollees, the
pre-ex:sting exclusion period can last up to 18 months. (Please nota that these
timeframes may be different in states that provide additional protections. See

FStates Have Flexibility®, belou.

Finally. a8 pra-existing condition exclusien cannot apply to pregnancy and
cannot apply to a child who is enrolled in health coverage within 30 days
after birth, adoption, or placement for adeption.

If a plan imposes a pre-existing condition exclusion on vour health plan
‘coverage, the length of the exclusion's time period must be reduced (or offsat)
by the amount of your prior creditable coverasge. You can use up to 18 months,
of cneditable caovarage, including the coverage shown on this certificate, to
offset a pre-existing condition exclusion time peried. Thus, you nead this
BCertificate of Prior Health Plan Coverage™ to prove your creditable coverage.
Houever, if at any time vou went for 63 days or more without any coverage
(celled a break in coverage), a plan mey not have to count the coverage yvou had
bafaora the break. (Please note that the maximum break in coverage may be
different in states that provide additional protections. See "States Have

Flexibility™, below.)

¥ Croditable coverage includes group health plan coverage, COBRA continuation
coverape, coverage under an individual health policy, Medicare, Medicaid,
State Children's Health Insurance Program (SCHIP), short-term medical -
plans, Indian health service plans, militery. health plans, public health plan
and. coverage through high-risk pools.and the Peace Corps.

R3506
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¥ Creditable coverage does not include accident-only plans; liability, auto,
disability income or worker's compensation insurance; specific-disease plansj
hospital supplemental plans; Medicare supplemental plans; long-term-care
- .—Plans; credit-only_insurance; on-site_medical_clinic _coverage; and
T lmted-seopudental or vision covar-age.

»

T ® Not all forns. .of cr;d}lfébla coverase aré— requ:lred to provide c.rtifacltu l.fika
this one. If you do not receive @ certificate of past coverage, talk ¢o your

nen plan administrator. 5

Therefore, once your coverage ends, you should try te ebtain other health
plan coverags as acen as possible to aveid a 63-day bresk. You may use this
certificate as evidence of your creditable’ coverage to raduce tha length

or any pre-existing condition axelusion if you enrol‘l in another plan.

g
%
S
w
(L]
- ]
L3
-]
[
(24
[
Q
1

You Have the Right. ‘to-Set  Special. Enronuent A sAnotheh Flan.-n Under IIIPM, 2 wrerr,
you lose yvour group health plan coverage, you may be able to get into another

group health plan for which you sre eligible (such as a spousa’s plan), evan if

the plan generally does not accept late enrollses, if you request énrollment

within 30 days. Additional spacial enrollment rights are triggerad by mrriage.

birth, adoption, and placement for adoption.

Therefora, once your coverage ends; if you are eligible for coverage in
another plan, (such ss a spouse’s plan), you should request special - ==
am-onnent as soon as posnb.'la. g
) . Sz wem een e s

You llave the Right to Not Be Diacrininatad Auainst Iased .on a Health Faetor- ©oe SRR
Under HIPAA, a group health plan may not keep you (or your dependents, such as =
spouse and/gr children) out of tha plan based on anything related to your -
health. Alsa, a group health plan may not charge you (or your dependents) more =
for coverage, basad an health, than the amount ehn‘r-gad 2 gimilarly situated ’ E

=

....... . o w—

individual.

You Heve the Right to Individual ("Guarantee Issua™) Health Coverage. Under
HIPAA, if you are an eligible individual, you have the right to buy certain
individual (nongroup) health policies without pre-existing condition exclusions
Or, in sope states vou have the =ight to buy coverage. through a high-risk pool.
This means you will not have to camplete a health statement and meet medical .
underwriting requirements, and you will not have a waiting period for covarage d
of pre-existing conditions. The rdght to buy individual coverage is the same

whether you ars laid off, 'tcrminated froq enplovment, or voluntarily leava your

Job. . . j
To'be an aligible individuasl, you must meet the following requirements:

% You have had covorage for at least 18 uonths without a break in coverage of

63 days or more;
% Your most recent coverage was under a group health plan (uhxch can ba shown

by this certificate);
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% Your group covaraga was not terminated because of fraud or non-payment of
premiuns; :
¥ You are not eligible for COBRA continuation coverage or you have exhausted
your COBRA banefits (or continuation coverage under a similar state
Y. toprovision); and 3 ~w ¢ R P I S VR CHosat 2wres w0 L o Labia
rewec-¥oYou arevnot-eligible:-for.another group:health plan,:Hedicare,.or-Madicaid; - i
and do not hava-any other health insurance coverage. :

If you meet thase criteria, you may use this form as evidence of craditable
coverage when you apply for HIPAA-required individual coverage.

If you are interested in obteining individual coverage and you meat the
other criteris to be an eligible individual, you should apply for this '
coverage as soon as possible to aveid losing your eligible individual

status due to a §3-day break.

- States have flexihility. This certificate describas minimum HIPAA protections
under federal law. States may require insurers and HMDs to pravido.additional

protections to individuals in that state.

For morae information. 'If you have gquestions about your HIPAA rights, you may

contact your state insurance despartment or the U.S. Department of Labor,

Employes Benefits Security Adninistration (EBSA) toll-free at 1-866-444-3272

(for fraa HIPAA publications - ask for publications concerning changes in health
... care laws). You may also contact the CHstpubliqation hotline at 1-800-633-4227
:' «(ask: for."Protecting Your-Health Insurance Coverage™).. These publications-and

other useful information are alse available on the Internet at:

http://uun.dol .gov/elisa, the DOL's intaractive web pages - Health Elaws, or

http://wum. cms.hhs. gov/hipasl .

LA R ]
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Attachment H
GROUP CONTINUATION
COVERAGE o‘tg'ea&flsznﬁawm Member Health Services

CONSOLIDATED OMNIBUS BUDGET Sau)unenh , CA 84229.2714
o »
REC.?'NCILIATIGN ACT “COBRA m_w(msm) (?35'73;7) 1) .

INSTRUCTIONS FOR COMPLETING THIS FOMMEW'IHBREVEE.SIDE. PLEASE TYPE
PART A; ORIGINAL QUALIFYING EVENT AND DATES '

Action | .[™]- eMpLOYMENT BEPARATIONTIMESASE REDUCTION ' 3
o sew | ] DIVORCELEGAL SEPARATION _ . I
@ Change | T CHLOCEASES TOBEA DEFRNDENT FROM 01

0 DEATH OF AN EMPLOYEERETIREE .
[} oepenoenT mmnon-ommmmm.ee ELGBLE FORMEDICARE

LIST ALL PERBONS gnckitiog sey
gRen o ceam [ we | ow | w

PART C: - GARRIER INFORHATION
7. NAME AND OF HEALTH PLAN

15, FTEGTVEDATE OF

CHANGE
] of |

PART F: iON ATION : ; i,
14. IAGREETOPAY!iEPRMUM FOR THE COVERAGE DIRECILY TO THE CARRIER LISTED ABOVE. | UNDERSTAND THAT | AM
WWWWMWPAWMWMMEWWMMREWWWRE

PAYMENTS INA TIMELY MANNER AS REQGUIRED BY THE CARRIER. | UNDERSTAND THAT FALLRE TO PAY THE FREMIUM WILL
NJTUMM'IGTH!M[NATIONOFWVERAG IGER‘I'IFY T INFORMATION PROVIDED TRUE
TO THE BEST OF MY KNOWLEDGE AND E'LITY e i R

%Qﬂh— 1 = $q. 17- 00

SIGNATURE OF COBRA ENROLLEE (SEE REVERSE FOR PRIVACY INFORMATION) DATE SIGNED

R ey e T .
PART G: AGENCY INFORMATION : :
_ 16. HEALTH BENEFITS oFﬁ SIGNATURE &

18.
AGBENCY NAME

R3509
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. Nowv .0'7 07 04:04p Pier Spaccia 818-B32-6454 p.2

&

PERS USE ONLY — DOCUMENT REFERENCE NUMSER

* ENT
GROUP CONTINUATION m m"ﬁmm mﬂm

COVERAGE O of B
CONSOLIDATED OMNIBUS BUDGET  Sactamanis, CA 842263714

. 0 ) (225-7977)
R TNCILIATION \CT "COBRA™ (81678538340 FAX () 786-1277

e Tar LRI 7y pvs Sy

PART A: INAL QUALIFYING EVENT AND DATES

s (Lo bl

] omnri or AN EMPLOVEERENRES
[ oereioeNT CONTIRUATION - ORIGINAL ENROULES BLIGELE. FORMEDICARE . | 1

e, PART D: DEPENDENT INFORMATION
Oay . 1) 1025 et
3¢ | usTaLL PERSONS 2a8) FANDLY
(e[ f:rie 3 | BEX [ MALE FEMALE l,‘? TOE BRoLE B ] WRATON
{153 8% | smsn Y e [majow|m
SELF

PART G: CARRIER INFORMATION
7. NAME ADD OF HEALYTH PLAN

o . FEATBEE TS SR BRSSO

AGENCY NAME
AGENCY CODE

UNITCODE________ PHONE ( )




" P{év 07 07 04:04p Pier Spaccia
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‘Dec. 13 07 10:S4a Pier Skaccia 818-832-6454 p.2

Office of Employer and Member Health Services
P.0. Box 842714

Sacramento, CA 84228-2714
888) CalPERS
C wraar
FAX {916) 7851277
MEDICAL REPORT for the CalPERS DISABLED DEPENDENT BENEFIT

COMPLETE ALL ITEMS. INCOMPLETE FORMS WILL BE RETURNED CAUSING DELAY Iy BENEFITS.

MEMBER PART A: THE MEMBER
COMPLETE THE INFORMATlDN IN PART A

MENBER IN y
name: Ths 2 i Clo 56t NAME: 2o
SOCIALSE s At aFU s Ees rayankis 8 R |
ADDRESS T Y T —
TELEPHD BIDATE OF BiR g2l - 18 - 9%

DEPENDENT JNFORMATIQ

AT : DEP| ITHORLTATILNe 1o genandan n’ Enarrzad It i Or18r DE -'2 0 SO Bl

the latormation nln PART B priorto ghving mmmmmmwmm

| haraby autharize my etiznding A flazy Clellef tofurrish and disclase a
fadsmm!nnmmmy!mmwmm of har andlo Inspection, and provide copies, of any
medica) records wmmnwdumumunmmcrwum mmuummmmhvanam-pmw
one yasr from the dats of my or the effactive date of this clalm, whichever is iater. |agree thal a photocapy of
lliuaummnﬂhm nnnulnmal.lundmundihatmdonuwdtlhlamﬂlaﬂm.wwlmnhcrm
&wmmynothom bdcmnmmwwmamndwaMsMammmymdmyhﬁum i

also understand et CalPERS will keep confidentia! the infarmation which is provided pursuant to this aufhiorization, and
that R wilt ba used solely fo determine and act upon my requast for this benafit.

Icgbb. MMWMMQWS“MMM&MM#WOW&
Ploess DO NOT send Information copled directly from (he patisnt’s medical rocord at this time.

Tha patizat requests you to oomplate this Medical Report forrn. Rwill aselst CalPERS In procassing hia ar her clalm for
hesiih insurance as a isebled dmentmderuurher mra orguardisn’s hesith plan. By providing the madicat
Infosrmation prompdly, you will halp the patiant stpad e the claims process.

sl TREGUIRESE — : =
mm"mw 3 RJ
1CD-9 Diseass Codels Seeondury i E§§I QE‘
DSM IV Code(s) (f any)

e
[ ]
¥
[
g
o
2
(7]
[
-

R3512
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Dec 13 07 10:55a

s
engen. Lei Poag' e, Dooeeres ospenusmnms,_ —;“Ah’l!'éé;é—{

— e —— o oe

ornm"

disability In the following ADLs uaing ¢ scala of 1 to 10, Ons (1) ladicates ths ADL isnot affected by the
pal!euf'?dlublw Auguo)mmmmmhwngdwwmmmmmmw These
functions] disabiifies iimit the patiant’s capacity for seif support,

A Scif-Com Gijlia Sensory Snills Cognitive 8kills

i

AsSisImBE List e specliic psychological ! p
any, hateffect the patient’s ADLs end lhnklinnrlmnpnltyhnaelmm -

vsycnologicat/ Peychiatric : wmaaumvlus.'r :

e e

PART D: Medica) Cartification of Disebilty and Incapasity of Self Support: For purposes of this benefit, s CalPERS
mamixer can rataln his or her cEgibiity for heslth benefits as & family membey if he or sha is unmanied and incapable of
seifsuppor (Le., nol capsbie of sngaging In any substentia! gainful eclivity) dus to physical or mental disability which
existed continuously prior to bacoming 23 ysars of age.

1 centily that, based upon my examination of the the above statements tru
or her capabiiity of & mmmma"gﬂsi%%u_.

Il“oo\l-ﬂ-‘rukﬂ E ﬂﬂﬁ Jl'

g;;dumywrmnhamn&nshanlsmwmlym“a physleally or mentafly disabling tnjury, Winess or
tion?

NO, the tdoes NOT have a of montally disabling i iness or condition,
ZS(PH':?: )Mﬂﬂv y ing injury, or

In your madioat nion, select A, B, or
you ‘m‘: e opinion, plsase

cmdasbwmuormdarlumnrwmunﬂufamm

P:emaonormmomrem Mmm”mm'wmrmmmm

——LC. Thepallents cument disabiiily is of 8 permanant or extanded duration and, consequently, tha palient &
notend will not be cepable of self suppdt within the foresessbla future (e.g., more than 6 yeara).

e AN

Ths pafient’s curent disahility DOES render him or her incapable of the disabiity shauld
maolveerlmpmowyform mumtbuapablaofumm w%
iting K REOVe, muke SOME “asfimata® of when this wiff accur.

e 04w, (A
|x{|11'\
GATE e
PART E: CalPERS USE ONLY:
—— Clalm appreved for enraiiment through
.
—_ Claimnej DATE (lornextravies) REVIEWED BY
DATE

HBD3¢ Rav &l

Pier Spaccia 918-832-6454 p.3

Yepe
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BLUE CROSS OF CALIFORN1a
P.0. BOX 629
HOODLAND HLS , CA 91345

Invoice Number 0337403031

SEAN-THOMAS F SPACCIA-SHEFFIE

Prior Bill Amount
Amount Paid
Prior Balance Due

Eligibility Adjustment Subtotal

Manual Adjustment Subtotal
Membership Detail Subtotal

Billed Amount

Respondent Exhibit 43

Subscriber Names
ID No.:
Bill Entity No.:
Date Billed,
Billing Period:
Billing Type:
Payment Due Date:
Cobra End Date:

Page 142 of 213

Bfue Croas of Californis and

BC Life & Haalth 1nsuruace Compan)

g fadependent Licensees of llltBlua Cears Associution
Ragioterod Mack of the Bluo Cross Associsrion

SEAN-THOMAS F SPACCIA-SHEFFIE
693A71109

KBO9QOF

04-27-08

05-01-08 to D6-01-08

Regular

05-01-08

02~01-09
¢ 279.76-
% 279.76~-
] 0.00
-] g.00
8 111,83
& 432.07

Blue Cross of California is collecting premium dollars on bshalf of CalPERS.

PLEASE PAY THE BILLED AMOUNT UPON RECEIPT TO AVOID CANCELLATION

R3515

PLEASE TEAR OFF THIS PORTION AND RETURN WITH YOUR PAYMENT

SEAN-THOMAS F SPACCIA-SHEFFIE

Enter Amount Paid $

Inveica No.:
HH Bill Ent No.:
Date Billed:
Billing Period:s
Billed Amount:
Billing Type:
Payment Due Datea:

Hake Check Payable To: . . .
% PLEASE DO NOT SEND CASH %
Hork Locetion: 4344

MBS: 66800000

0337403031

KBO9OF

06-27-08

05-01-08 to 06-01-08
$432.07

Regular

05-01~-08

BLUE CROSS OF CALIFORNIA

File 29698

CA 90074-9698
"I'li"lll"llllll!'llll'l'll"lllll'llllll"ll'll'llllll'l.'

NADINUINDINANLSNAMNL I 3N,
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Blug Ciots uf Culiforals wad

0C Life & Health Josumoce Company

amm ladopoadent Liconiecs of the Blns Crose Assaciution
®Roglstored Mask of the Blue Crues Ausociation

”~
R
SUMMARY STATENENT . B

Subscribar Name 1+ SEAN-THOMAS F SPACCIA-SHEFFIE Invoice No. : 0337403031
Billing Entity No. : KBO9OF Page No. : 1

"If you hava any questions about this bill, please call (818) 234-8401

Billing Period :+ FROM 05-01-08 TO 06-01-08
Date Billed : 06-27-08
Payment Due Date : 05-01-08

Product Summary Information

Group Mo Binl Bin Premium

No. Produat Name ovd From To Amount

KBO9OF PRUDENT BUYER INCENTIVE 1 05-0%1-08 O06~01-08 711.83
Subtotal Current Charges 711.83
Prior Balance Due et : 279.76~
Retro Elig Adjs. Subtotal 0.00
Hanual Adjustment 0.00
Total Amount Duo $ 432.07

I authorize the following membership changes to my records, effective
A1l Produots: Yes or No _____ If No, Pleacs speocify Products:

e Changa _____ Add Hember _____ _ Cancel Membder Reason:

Please Return this Portion if Requesting Membership Changes

Last Name First Name i * DOB Relationship
Addresas:

Streat City state 2ip
Signatura Date Telephone Numbaer { ) -

ID No.: 693-A7-1109 Billing Entity No.: KBOJOF

R3516
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Attachment H
R3517

. cwmlehltemn z.md's.A!socomplm
ltom 4 if Restricted Dalivery s desired.
8 Print your name_and address on the reverse
. aoﬂlatx::’thmmawg}: bt
B Attach paék‘ e m ece,
mmmmuapm 1

1. Astlols Addressed to:
* Pieat AnGeELR  SPACCIA

L4

. | 8. SewvicaTyps
BiCertifiad Mal  {] Express Mel

K Registered E-nmmmunm
O insumaal 0] .0.D.

4. Restrioted Delivery? (Extra Foe) 0 Yes

2. Artiole Number ..
(Tansfir from sarvice lsbe) Toos Jezo 001D 07327 Y4

lPSFormSB‘lj,Augumzom Domestic Retum Raceipt 102505.02:0-954]
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® Sender: Please pﬂ;wdm
o s
Coly of Bell

6250 P Avenive
Beuw- cA  qorol

S

Page 145 of 213

27
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Tuesday, July 08, 2003

Pier’ Angela Spaccia
Dear Ms. Spaccia & Dependents:
City of Bell allows continued medical, dental and vision benefits for you and your covered dependents,

under certain circumstances because of a federal law — the Consolidated Omnibus Budget Reconciliation
Act of 1985 (COBRA). It is important that you are aware of this plan provigion, since you will be

to specific actions e his to continued coverage. Flease review the
following information carefully and save it for future reference.
When Does the Continuation Provision Apply?

The continuation provision applies when you, your spouse or a covered dependent (called a “qualified
beneficiary”) experience a situation (called a "qualifying event’) which would normally result in your
loss of coverage under the City of Bell Benefits Plan. .

As an employee of City of Bell covered by the City of Bell Benefits Plan, you have a right to choose
Continuation Coverage if:
(1) You lose your group health coverage because of a reduction in your hours of

employment, or
(2)  the termination of your employment (for reasons other than gross misconduct on your

part).

As the spouse of an employee covered by the City of Bell Benefits Plan, you haveﬁ\eﬁght'tb'choose
continuation coverage if you lose group health coverage under the City of Bell Benefit Plans for any of
the following reasons:

(1)  The death of your spouse;
() A termination of your spouse's employment (for reasons other than gross misconduct) or

reduction in your spouse's hours of employment;
(3)  Divorce or legal separation from your spouse; or
(49)  Yourspouse becomes entitled to Medicare.

Citv of Bell

G330 Pine Avenue
Bell, CA 20201 - 1291
(323) 588 - 6211

Fax: (323)771-9473

R3519
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InthecaseofadependentclﬂldofanemployeecoveredbytheCityofBellBeneﬁtPlam,heorshehas
therighttoconﬁnnatimcoverageifgroupheal&lwvmgeundetﬂleCityofBellBeneﬁtPlansislostfor

any of the following reasons:

(1) The death of a parent (employed by City of Bell);

(2) The termination of a parent's employment (for reasons other than gross misconduct) or
reduction in parent's hours of employment with City of Bell;

(3) Parents’ divorce or legal separation;

(4) A parent becomes entitled to Medicare; or

(5) The dependent ceases to be an "eligible dependent child® under the City of Bell Benefit

How Much Does Continued Coverage Cost?

You are required to pay the full cost of contirued coverage plus a 2% charge to cover the cost of plan
administration. You will be asked io pay for the coverage in monthly installments and your first
payment must begin no later than 45 days after the date that you elect continued coverage. The Finance
Department can provide you with current cost information.

If health care continuation is extended to individuals who are deemed disabled by the Social Security
Administration, employers are permitted to charge 150 percent of the applicable premium for up to 11
additional months of coverage provided to disabled beneficiaries.

Can [ Continue Full Health Coverage?

If you choose continued coverage, you will have coverage which — at the time the coverage is being
provided — is identical to that provided under the plan to similarly situated employees or dependents
who have not experienced one of the above qualifying events. You will be entitled to the same coverage
you had on the day prior to your quelifying event, and both you and your dependents cannot be asked
to furnish evidence of insurability. During the time you and your dependents are covered by COBRA
continuation, you will be entitled to the same coverage options that are available to active employees,
including, for example, the right to change coverage at open enrollment and the right to modify coverage
in the event of a change in your coverage needs. You will be notified of these options at the same time as
the active employees by mail to your last known address. If you do not choose continued coverage, your
group health coverage will end on the last day of the month in which the qualifying event occurred.

How Long is COBRA Period ey

In general, coverage may be continued for 18 months after the date of the qualifying event — in the case
of termination of employment or reduction of hour’s -and for 36 months for all other events listed on the
previous page. Since your medical plan provides you witti the option to convert to individual coverage,
you can exercise that option during the last 180 days of continued coverage. .

You may choose not to convert your medical plan to individual conversion coverage. In this case, you
may purchase an individual medical policy from any carrier selling these types of policies statewide.
These carriers must sell you their two best selling individual medical policies. You must exhaust your
COBRA continuation in order to be eligible to purchase an individual policy (as allowed under HIPAA).

City of Bel

R3520
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s .

' COBRA coverage may now continue until a qualified beneficiary becomes covered under any other
group health plan, which does not contain any exclusion or limitation with respect to any pre-existing

condition of such beneficiary. In other words, a beneficiary who becomes covered under a group health
plan with a pre-existing conditions clause must be allowed to retain COBRA coverage.

Health care continuation coverage is extended from 18 to a maximum of 29 months for individuals (and
all related qualified beneficiaries) who were disabled (in accordance with Titles I or XVI of the Social

Security Act) at the time of the initial qualifying event or during the first 60 days of COBRA coverage.
The purpose of this change is to allow disabled persons and their covered qualified dependents to
continue their group medical benefits during the 29-month waiting period for Medicare medical benefits.

Security

In order to obtain the 11-month extension, you must notify City of Bell of the Social
determination of disability within 60 days of the date the determination is made and before the end of

the original 18 months of COBRA Continuation Coverage.
Coverage could be terminated earlier than the above dates if:

(8))] mequahﬁedbmﬁanyﬁratbemmmmvae&afw&edamofﬂmquahfyMgemtmdamo&m
group health plan (which does not restrict coverage for your pre-existing condition/if any);

(2 ﬂlequahﬂedbmeﬁanyﬁmbmmsmﬂeiafmmedahofﬂ\eqndﬂyMgemgmMedime

(3) the qualified beneficiary fails to make a required premium payment;

(4) Gity of Bell terminates all of its group health plans;

(5) the disabled, qualified beneficiary is no longer disabled after the first 18 months on continuation

~ coverage.

‘You must notify Angela Santana upon the occurrence of events (1) and (2) above.

What Must I Do To Obtain Continmed Caverage?

You have the responsibility of notifying City of Bell Benefits Plan when certain events occur which
qualify you for continued coverage:

You or your covered dependent(s) must notify the City of Bell within 60 days in the event of:

Divorce or legal separation
»  Cessation of dependent child coverage.

The Financé Department will notify you or your eovered dependents of your right to elect continued
coverage within 14 days in the event of:

Termination of employment
Reduction in hours

Employee's death

Employee's entitlement to Medicare

You or your covered dependents will have a 60-day election period during which continued coverage
may be elected. The period begins the later of (1) the date your coverage terminates by reasbn of the
qualifying event or (2) the date you or your covered dependents were notified of your right to elect

continued coverage.

City of Bell
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R3522

- contact me at (323) 588-6211, extension 217. Also,

spouse have change_gzgt_ng@yl_s,pleasenohfyﬁtyo&llatmeaboveaddres& ;

Sincerely,

Management Analyst

Cc: Personnel File

City of Bell
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6330 Pine Avenue
Bell, CA 90201 - 1291
(323) 588- 6211

Fax: (323) 771 - 9473

L]

Tuesday, July 08, 2003

Dear Ms. Spaccia & Dependents:

City of Bell allows continued medical, dental and vision benefits.for you and your covered dependents,
under certain circumstances because of a federal law — the Consolidated Omnibus Budget Reconciliation
Actof1985 (COBRA) Itishnpotlnntt!mtyouaremareofﬂnsplanpmv!siomsimem_vgﬂ_g

‘ ; 2 actions b s to continued coverage. Please review the
followmg mforzmtion carefnlly and save itfor future reference.

When Does the ion Appl

The continuation provision applies when you, your spouse or a covered dependent (called a “qualified
beneficiary”) experience a situation (called a qualifyhgevent")wluchwonldnommllyresultinyour
loss of coverage under the City of Bell Benefits Plan.

As anemployeeofCity of Bell covered by the City of Bell Benefits Plan, you have a right to choose
Continuation Coverage if: '

(1) You lose your group health coverage because of a reduction in your hours of
employment, or

2) ﬂ\etermmﬁonofyouremphynm(formasmwoﬂ\erthmgrossmonym
part).

As the spouse of an employee covered by the City of Bell Benefits Plan, you have the right to choose
conﬁnuaﬁoncoveragexfyoulosegrouphealﬂ\coveragelmderﬂledtyofﬂellBeneﬂtPlamforanyof .
the following reasons: :

(1) Thedeath of your epouse,

(20 A termination of your spouse's employment (for reasons other than gross nusconduct) or
reduction in your spouse’s hours of employment; .

(3)  Divorce or legal separation from your spouse; or

(4) Your spouse becomes entitled to Medicare, -~

..‘"
.

City of Bell
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In the case of a dependent child of an employee covered by the City of Bell Benefit Plans, he or she has
therighthoconﬁnuaﬂoneovmgeifgrouphealﬂ\coveragelmderthecltyofBellBemﬁtPlansislostfor

any of the following reasons: :

(1) The death of a parent (employed by City of Bell); : '

(2) The termination of a parent's employment (for reasons other than gross misconduct) or
reduction in parent's hours of employment with City of Bell;

(3) Parents' divorce or legal separation; - '

(4) A parent becomes entitled to Medicare; or

(5) The dependent ceases to be an "eligible dependent child” under the City of Bell Benefit

How Much Conti ?

You are required to pay the full cost of continued coverage plus a 2% charge to cover the cost of plan
administration. You will be asked to pay for the coverage in monthly installments and your first
payment must begin no later than 45 days after the date that you elect continued coverage. The Finance
Department can provide you with current cost information.

If health care continuation is extended to individuals who are deemed disabled by the Social Security
Administration, employers are permitted to charge 150 percent of the applicable premium for up to 11
additional months of coverage provided to disabled beneficiaries. .

Can ] Continue Full Health Coverage?

If you choose continued coverage, you will have coverage which ~ at the time the coverage is being
provided — is identical to that provided under the plan to similarly situated employees or dependents
who have not experienced one of the above qualifying events. You will be entitled to the same coverage
you had on the day prior to your qualifying event, and both you and your dependents cannot be asked
to Furnish evidence of insurability. During the time you and your dependents are covered by COBRA
continuation, you will be entitled to the same coverage options that are available to active employees,
including, for example, the right to change coverage at open enrollment and the right to modify coverage
in the event of a change in your coverage needs. You will be notified of these options at thesame time as
the active employees by mail to your last known address. If you do not choose continued coverage, your
group health coverage will end on the last day of the month in which the qualifying event occurred.

How Long is RA d of

In general, coverage may be continued for 18 months after the date of the qualifying event — in the case
of termination of employment or reduction of hour’s -and for 36 months for all other events listed on the
previous page. Since your medical plan provides you with the option to convert to individual coverage,
you can exercise that option during the last 180 days of continued caverage. :

You may choose not to convert your medical plan to individual conversion coverage. In this case, you
may purchase an individual medical policy from any carrier selling these types of policies statewide.
These carriers must sell you their two best selling individual medical policies. You must exhanst your
COBRA continuation in order to be eligible to purchase an individual policy (as allowed under HIPAA).

City of Bell
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COBRA coverage may now continue until a qualified beneficiary becomes covered under any other
group health plan, which does not contain any exclusion or limitation with respect to any pre-existing
condition of such beneficiary. In other words, a beneficiary who becomes covered under a group health
plan with a pre-existing conditions clause must be allowed fo retain COBRA coverage.

Health care continuation coverage is extended from 18 to a maximum of 29 months for individuals (and
all related qualified beneficiaries) who were disabled (in accordance with Titles I or XVI of the Social
Security Act) at the time of the initial qualifying event or during the first 60 days of COBRA coverage.
The purpose of this change is to allow disabled persons and their covered qualified dependents to
continpe their group medical benefits during the 29-month waiting period for Medicare medical benefits.
In order to obtain the 1l-month extension, you must notify City of Bell of the Social Security
determination of disability within 60 days of the date the determination is made and before the end of
the original 18 months of COBRA Continuation Coverage.

Coverage could be terminated earlier than the above dates if:

(1) the qualified beneficiary first becomes covered, after the date of the qualifying event, under another
group health plan (which does not restrict coverage for your pre-existing condition/if any); :

(2) the qualified beneficiary first becomes entitled, after the date of the qualifying event, to Medicare;

(3) the qualified beneficiary fails to make a required premium payment; . :

(4) City of Bell terminates all of its group health plans;

(5) the disabled, qualified beneficiary is no longer disabled after the first 18 months on continuation
coverage. _

You must notify Angela Santana upon the occurrence of events (1) and (2) above.

What Must I Do To Obtain Continuied Coverage?

You have the responsibility of notifying City of Bell Benefits Plan when certain events occur which
qualify you for continued coverage:

You or your covered dependent(s) must notify the City of Bell within 60 days in the event of

» Divorce or legal separation
- @ Cessation of dependent child coverage.

The Finance Department will notify you or your covered dependents of your right to-elect continued
coverage within 14 days in the event of:

Termination of employment
Reduction in hours

Employee's death

Employee's entitiement to Medicare

You or your covered dependents will have a 60-day election period during which continued coverage
may be elected. The period begins the later of (1) the date your coverage terminates by reason of the
qualifying event or (2) the date you or your covered dependents were notified of your right to elect
continued coverage. : ' '

City of Bell
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Additional Informatio n

If you have any questions or need further information about the continued coverage ptov:sinn, pleaae
contact me at (323) 588-6211, extension 217. Also, :

mwwmmﬂrﬂwowenﬂﬂwmﬁdm

Sincerely,

z
Management Analyst

Cc: Personnel File

City of Bell

Damnd nfd
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/

) ﬁe,m.ui\ o'v\aLrV\
Disability Retirement Election Application

CalPERS 868 CalPERS (or 888-225-7577) - TTY for Speech and Hearing Impalred: (316) 795-324

Employer Information

[ Check if this is an employer-originated appiication.
Employer must fill out and sign Section 12 on the last page of this appiloation.

Application Type
Y1 Disabiity Retirement (7 industital Disabibty Retirement
[ Service Pending Disability Retirement {7 Service Pending Industrial Disability Retirement

name as it appears on the
Soclal Security card.

Dispiay all dates in this
order: month/day/year.

[ Retiremant Information

Pleasa do not ahhreviate

L : :
_mmn!wernramm L "L::W F B&// , wiﬂﬁuﬁg JFF;ez,
Ewployr ~__/

Do not lit Social Securty, e :
milleryorraliroad Do you have any final compensation period higher than the iast consecutive 12 or 36 months?

retiramant a3 a Califgmia .
public t::lr::l:mwm ﬂﬂo L Reginaiag Date (rom/ddhvyy) 2 Ending Date [IGaATIN
Are you a member of a California pubiic refirement system other than CalPERS? [INo (I Yes, provide:

Hams of Systam
t ) i Lo | i
Daln of Rethmmant {ma/ddiyyy) Beghwning Service Credit Dats (mm/ddivyyy) Endlng Service Credit Dats (mm/ddiryyy)
EEEE  Workers’ Compansation Information
focalsafety members |
should notgomplete o> Compensalin Garrer

Sections384. | )
Name of Adjuster Phone Number
L
Address
| | A
City Stels P
L Lel = | |
Ciaim Wumbarje) Relating in Allsged Olsabiiity Oata of Infury (ma/ddiyyyy)

PERS-BSD-3RR-N (12/06) Pageiof 8
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._ g%'ﬂm&tl & SPacea
Your 9]

Page 157 of 213
R3530

Pul your name and
Social Security number :
a‘"“m"mmﬂ. Socla) Seeuﬁl'llumhu
SR  oisability Information : .
Pleass completsalithe  What is your specific disability; when and how did it eccur?
questions balow, if you
naed adiftional spacs,
aitach saparate sheels ,
and be sure to include your
name and Soclal Security
number on alf sheats. ]
What Is ths complete name and address of your freating physiclan(s)?
{
Name of Trealing Physician Wedica) Racord Humber
!
Address
l— | | ()
City State ar Phone Numbar

PERS-BED-368-D (1206)

What are your limitationa/preciusions dus to your injury or iliness?

How has your injury or iliness affected your abifity to parform your job?

Are you currently working in-any capacity (full-time, part-time, or modified work)? If yes, please expiain.

Other Information you would like to provide.

Did a third party cause your injry? CINe [JYes (if yes, CalPERS has a potential “right of subrogation,”)

Page2df8
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Put your name and
Soclal Security mumber
atihe top of every page.

Respondent Exhibit 43

Sooial Securtly Bumber

L i;;r"ﬂnqda ﬁ’kcu#
Your Bame \)

Select anly one payment
option; Optlon 1, Optian 2,
Option 2W, Option 3,

Option 3W, tha Unmodifled
Allowanca Option, or ong of
the Option 4 fypes.

These options apply
1o Option 4 Individua)
Lifgtime Beneficiary only.

This option applies to
Option 4 Multiple Lifetime
Roneficiaries only.

These options appiy 0 -

Option 4, Court Qrdared
Community Property only.

£LIIS-95D-380-D (1206)

Select Your Retirament Payment Option and Beneficlary

By filling out this section, you are electing your Retirement Payment Optian and designating your bensficiary. Onoa you
solect 8 payment option, you cannot change fo anathar option, Along with your eption selection, you must complelc at feast
one of the bensfioiary designations in Sections 8a-5¢l. if you choosa the Unmodified Allswancs Gption, you do not need to
speclly a beneficiary. Please ses pages 18 o 22 foy more information an this section.

1 ption 1 - To complets this option cholge, you must also fill out Section 5d, Bafance of Contributions Benaficlaryfies).
7] Option 2 - To complate this option choice, you must also fill out Section 5e, indiidual Lifstine Bensfiviry.

( Option 2W - To complete this option cholos, you must lso il oul Section 5a, savidel Listine Beneficary.

(7 Optfun 3 - To complate this option choice, you must aiso 1l out Section 5a, dividual Lifetime Bansfivisry.

[ Option 3W - To complete this option chaice, you must also fill out Saction Sa, indivickual Lifetime Beneficiary.

1 Unmoditied Aliowance Option - if you sefact fhis option there (30 retum of your member contrinions and m
monthily bensfits p upon your daath - except the Survivor Continuanca benatit, i applicabls. There Is no beneficiary

designation for this

1 Option 4, Individual Lifetime Benaficiary - ¥ youselect this option, you must elso select ane of the following
Individug) Lifetims Beneticiary optians below.

3 option 2W & Option 1 Combined - To complete this opltion choice, you must also fill out Section Ga Mdividual
Lifetime Beneficiary and Section 54 Balance of Contributions Bensficiaryfiss)

0 option 3W & Option 1 Combined - To compiete this option choice, you must atso 1 aut Seclion Ba ingiidus/
Lifetime Bsneficiary and Section 5@ Aakince of Contributions Banefivianyfies).

[ Specifio Dollar Amount to Beneficlary® ______» - To camplete this option choice, you must elso fld out

Section 6a idiidual Liietms Benaficiery ~ dallan

[ Specifie Parcentage to Bensficlary % - Th compiate this option cholcs, you must also fill out
Section Sa individual ¢ fatime Bedafickary  Percenl
[ Reduced Allowanoe for Fixed Perlod of Time .
Percet of Dellers Data immiyyyy)

) Reduced Allowanca upon death of retiree or bensficiary: * — reduction amount
1f you 8re naming a bensficiary under this option, you must also fll out Section Sa, indfvidual Lifetime Sensficiary.

3 Opion 4, Multiple Lifetime Beneficiaries - To complate this option cholce, you must alsa il ut Section 5b Opties 4
Multipls Listims Benaficiaries.

[ Option 4, Court Ordered Community Property - if you select this option, you must also complate Saction 6,
Cotrt Ordersd C.P Baneficiary and sslect ane of the fallowing Court Ordered Option 4 Community Property options,

[ option 4ftinmodified - There is no addhtional bensficlary designation for thia option.
O Gption 4/t - To complete this aption cholce, you must aiso fil out Section 64, Balance of Conrbutions Beneficiary(ies).
[ Gption 472 - To complete this option, you must aleo fill out Section 5a, iadlvidual Lifatime Beneficiary.
[ Option 4/3W - To complete this optian, you must also fif out Section 58, lndividual Listims Beneficlary.

Paged of 8

Page 158 of 213
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piyurrwond ﬁ;jlﬂsdc. Sehccin I

Soclal Secusity manber
atths fop of every page. Vour Hame Sﬂ.cill Secorily Humbar

Option 1 Balance of Contributions Bensficiary{ies)

Designateuptothres  Complatethis section only If you selected Option 1, Option 4-2W/1 or 3W/1 combined. Youmay change this
beneficiaries here. If  benefictary(ies) at any ime. This designation automalically revokes when there is a changs in your merilel status,
you want to designate damastic partnership status, or when there s a birth or adoption of a ohild. For dstalied information and instructions

mora thanilree  pleass refer to pagss 23 and 24 of this bookist.

bensficiaries. Ses page L
Borinformalion e Siiatie WRia, Last Wewa) Socia) Sectrity Hmber
on completing the . N :

b Faman
Lump Sum Boneficlary  Erp g Gonder Relationship © You
Designation form, |
Address .
L St e 0N |
Cily aia 7P fauntry
l l - =
Neme (Rt Name, SUddle tnhial, Last HAMB) Soclal Sacwiily Nambey
| 4 .3
Birthazia (ravdaNyyn T Gender Refalieastip 10 You
]
Address
% L L. ]
ty State p Country
l ) oo =
Hame (Firet Mame, Middia infilal, Last Name) Saci) Securily Nomber
JE1 beto [ oee |
Iﬁﬁdﬁh {mm/ddlyyyy) Gender Relatignship to You
i
Address
L L = | -
Stste o Country

Clty
S Retired Death Bensfit

AltApplicants must  This secticn designates the parson who will receive your iump s Retired Death Banafit. You may change this
completelhis eaction.  baneficiary(ies) at any time, This designation automatically revakes whea there ks 8 change fn your marital status,
domestic partnarship status, or when there Is a bisth ar adoptiost of a child. For detalled information and instructions
Designate your beneficlary please refor to page 24 of {his bookiet. ’

to regsive your lump eum
Retirad Daath Benefit.

&gaﬁnnﬂmﬁwumpaysﬂ

PFRS-RSN-353.0 (12106) Rege5of8
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Put your name and - SD _
Sucial Security number u__ﬁiﬂggdm aceda L
atthe top of every pege. Your Hame 20 urly
COC LGN e Relirad Death Benefit
AbApplicants must | , - -
wmm,::lm' section. Hame (First Name, Middla taitial, Last Name) Sosial Secutily Namber
| |23 ssie O] Fomals |
Designate your beneficiary ~ Siriheste (smiddiyyy) Sander RetaBoaship ¥ Vou
to receive your umpsum . |
Refired Death Beneft. ~ "19"™=*
i | !
Gity Salo ar Tovatry
mmm Tidals Inific), Last Hame) Savial s;umy- Tambes
123 maio [ Feowale 1
'imm m/adiyyy) amﬁ‘g—k ‘Relatioaship © Yob
l
Addsess
1
LT" %m jl_l'P_ Cauntry
SeELibig Survivor Continuance

Please answer

all five questions and
compiste the information
in each section whare you
answered “Yes.®

PERS-RS0-369-D (1208)

Pizase ses pages 24 and 25 for more nformation on this section.
1, Will you be menied on, and at least one year prior to, your retirement date? (1No [JYes, provide:

1 =
Sotia) Secusity Number

Nams of Spouge wuumliuuubmm Last Nesne)

JO Main [} Femsila |
laﬁmm (e miodyyn tiandec Dot of Warhge

2. Wili you be registared with the Califomia Secretary of State as being In a domestic partnership on end at
least one ysar prior fo your retirement date? DfNo [1Yes, provide:

1 o

l -
Nams of Oomestic Pariner (First Name, Middie Initial, Last Nams) Soglal Seourity Nomber
| [m] i

Bisthdate (mm/dd/yyyy) Gander Dale of Reglatered Partaership (mm/ddAyy)

3. Doyou have any natural ar adapted children under age 18 who have never heen mariad?
ﬁNo [ves, provids:

Lot N " | = L
Rame of Ch9 {First Name, Middls initlal, Last Name) Soclal Sscurily Number Birthdate {mm/ddiyyyy)
L = g o 1 S G |

Hame of Chiid (Fiert Nama, Middte iaitial, )25t Name) Becia) Security Number Birthdate (mm/ddfyyyy)

4. Doyou havs any children who have never besn married and were disabled prior to thelr 16th birihday and
who ere gtil disabled? KiNo [J¥es, provide:

| e - i - __ -

Hame of Chd (Firet Name, Middle inftial, Last Nasus; Soslal Ssourity Number ln'lﬁmu rm/3dlyyyy)
| . - = |

Name oi Child (Firet Nome, M-ddle loiial, Last Name; Savial Security Number &inthdats (rm/ddiyyyy)

5. Are your parents dependant upon you for one-half of their suppert? §gNo O Yes, provide:

1 I
Soclel SBeourity Number

| =

flamoe of Pasent (Rrst Name, Middle inftiaf, Last Nams) Sinhdate (mmsddiyyyy)
L e | - - I

Neme of Parent {First Nama, Middle Initial, Last Nams) Saclal Security Humbes Birthdate imm/ddyyyy)

PageB ol B
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Put your name and
Soslal Sacusity numbser
atthetop of evary page.

Respondent Exhibit 43

y b/o‘_ ﬁ“)m:w_

Your Mame

Last Day on Payroli
Plgase enter the last day you received compensation. Lm Doy on Reyrall (mm/ddiyyys)

Employer Cerlification (rurméu pending applications oaly)

Page 161 of 213

Have your employer  Please 869 page 25 for more infonnation on this saction.
complete this sectian. | ;
Employee’s Last Day on Payrll (Mmfdd/syyy) Employen's Separation Dats {mim/dalyyyy)
00 not detach from
epplication,  Balance of unused sick leave hours on employee’s date of separation o +8s i
™ is Balancs of educational leave hours on employes’s date of separation +fa 5am
not required it you ﬂysimlnsbelow.ml}mbycamfy.unwmepmltyolnemwmnbwalnfnmaﬂnnlstua.wmplob.and
were separated from carrect to the best of your knowledge. Any changes 1o this information must te submiited on an Amendad Employer
emplyyment mora than  Ceriificatian form.
fourmonthsagn. | . 1 | &
Signature ¢f Employer Frint Name (First Name, Middie intial. Lest Name)
) | -
anm Fhapa Rumbe: of Employer Date Gom/ddlyyyR)
Seedin 10 Tax Wltllholdlng Election

Do not complate for
industrial disahlity
retirement.

Please choase ane only.

State withholdinp
Is optional for
oul-of-state residents.

PERS-8S0-359-D (12/06)

Federal Incoms Tax information. Please ses page 28 far mare information on this section.

[J Do not withhold federal income tax.

0 wmmuummmMommmgammmmLW

00  Wihthold federal incoms tax based on the tax tables for:
O Amwhdmmmlwmmuxwmmmmﬂnm
O  Asinglsindividual with . tax withholiing exemptions.

lnadd‘mmmﬂmamwmmudhmdonmmmblss.wﬂhwdi_ﬁ.rm_
0!

per manth,

per month.

Siata Income Tax information. Plsase see page 28 for more Information an this seotion,

0 Donotwlmlwl;lﬁatnoﬂ‘aallfomlalnoomem

0o wmmmdsmmcanmummmmuwmmmmf_ﬁm_

[J  Withhold State of California Income tax based on the tax tables for:
OO A married individuat with tax withholding exemptions.
0O Asﬁugletndenalwilhmm‘

in addition to the amount withheld based on the tax tabies, withhold _*__W‘T_ per month,
ol

per month.

tax withiwiding exemptions.

[  withhoid State of California Incoma tax in the amount of 10 percent of the faderal income tax
withholding amount.

Puge7ol 8



Attachment H Respondent Exhibit 43 Page 162 of 213
/ <

e Gee fogele Speer— [

abthetop ot every page. Your Nsme J [V} Boslal Sesesity Naw

[ENSEHSN  ember Signature and Notary

This section must 1 cartly, undes the penglty of perjury, that the information submitted hereon is true and comect to the best of my
becompiotedor  Imowledgs. | undersiand to canpel this epplication or to change the efented option or beneficiary | must notify
yor applicationwill  CalPERS before the mailing of my first full monthly retirement allowance check.

be retumed,
tunderstand that if { am marvied or in a registered domestic parinership, but do not nama my spouse or partner
fyurspouse’sor @8 beneficiary, they may still be entitied to a community property share of the Option 1 lump sum relum of
contributions benefit or a share of the manthly option death benefit allqwance. Their community property

domestip parinar's
signature |s notavallanle,  [nterest la 50% of the banafit based on the contributions or service credit sarnad for the period of CalPERS
Seeinstructionsinthis  8efvice diring which we were married or in a registared partnership. My non-spouse or non-pariner desimated

bookietan completingthe  beneficlary will recelve the portion of the fump sum Option 1 banefit or monthiy option allawance that is not
Justitication for Absence  payabie to my spouse or domestic paringr. | understand that my spouse or domestic pariner will have the right
of Signatu form.  to disclalm entitioment te thels communly property Interast in the death banefit at the time the bensfit becomes
Your signature and your  payabie, if they so desire.
spouse’s or domestic .
s st et ore dotlednfrmation o s seciod it s pubdatio,
be notarizedbyanotary g yoy (ogally married or do you have ategel domestic partner? [Ives [Ifo
publlc or witnessed by a If yes, your spouse or domestic partner must sign this etection.
CalPERS representative. If no, please indicate: [ Never Marviod/or in Partnership [ Divorced/Annuilad
Widowed Or Termination of Domestic Parinarship

CEA " ]
Vour Biguatun Datp {mmiddlyyyy)

Your § o . 'nmt-m
" State of California, County of __1.OS _ANLELES

tn betore me, _AEBELLA Vproez  NomeY fupue
Date Nams of

personaily sppeared, PVER. ANGELR SPAL41: who proved t me on the basts of satistaclory evidence
mmsmmmmm«amammmmmommemmmwmmmw
she/they executed the same In his/her/their authorized cepacity(ies), and that by hisher/thsir signature(s) on
the instrument the person(s), or the entity upon bishalf of which the parson(s) acted, executed ths Instrument.
| certily under Penatly of Perjury under the laws of the State of Celifomia that the foregoing paragraph is tue

and comrect.

UC 2119089007 wuten B ™
fwnod sweduy sy 200 Notary Sel
cipl seal ar authortzed CalPERS representative signature,

B{uI0jeD - 3Kng
L} WOy PusLic !

o
|
f
f

Ammoy
41819} & Uojsspuog
Z307vA ¥293 i}

P GaIFERS Offize (1 spplicabls)
Employer-Originated Application

Tobocomploted ifthe |

employer Is eubmitting :"’""" S Eattewe

the application an behalf S SRR e e
of the mambes. Print Namo of Employer

L { ) ]
Posttion Thie of Employer Phrons Humber Date (mmiddiyyyy)
CalPERS Benafit Ssrvices Divigion « P.0. Box 942711, Sacramento, Califomia 94228-2711 1

Panafiat B

PERS-BSD-389-D AMM
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314 REGLUNHE ALLID rAsE B4

Y LAl EVVO YRS FYFYryy-Lo g

Standard Insurance Company Earcollment and Change Form
anmmm&mm&ummmwfmnwmmw
: Name (rax, Fi °), reup Name Group Number(s)
1 I{-.ﬁ' e'(h
; iy
af s
-19° 5K Male (Female AP

CMMywHummmmemth o you and Fuldence Of Faserabillly reyuinements,

“| 1.L3fe Insurance "
Life  LikcwithADED Employer pald amaunt § :
Additional/Optional Life Additlonal/Optional Life with AD&D  Your requeated amount §

1 2.Voluntary Life losurance
’ Volunmry Life  Voluntary Life with AD&D  Your requested amount §
.| 3.Dependents Life Insurmce )
- Spouse Name Date of Rirth

Spouse requested amount §
> Children requested amount $
| 4.Accidental Death and Dismemberment (ADAD) lnsurance
AD&D Employcr paid smount $
5.Supplemental Life Insarance  Your requested amount $

Voluntary AD&D  Your requmﬁd amownt §
Spouse requested amount $

**| 6.Short Tegm Disabiliy  EmployerFaid  Enhanced (Buy-up) Voluntary STD
" | 7.Long Term Disability Employer Pajd Eabanced (Bupup) Voluntary LTD
“.- | 8.Dental (See helow) Emplovar Paid High Plan Voluntary Dental
| Marfia) Stamus Single  Married
" | Gaverage requested for  You, your spowse andchildren - You and yourspouse You anly u and your ¢ apouse)
+ | Are you covered for dental insurance under anather lan? Nn Areoneor more Yos ) No
List 1o erirof} or delets. # Dase of List dependents to envoll or delese, ) Date of
MMM! Fi Birth l Atzach theet for addional ents if needed. Bicth
gSpwse 4 {Chid® o
A4 Child 1 { (2> x /-/{-ﬁ Child 3
1 Dental Insurznce Walver: tory Dental Tosurance

The Dental Insurance coverage available to me end my Dag:nilem has been explained to me and [ do not want to envoll at chia
time. 1 understand that i1 eloct to enroll In the Fature, the Dental Insurance coverage may be subject vo 4 late Enroliment Penalty.
1 decline Dental Insurance for myself 1 decline Denwl Insurance for one or more Dependents

m&a(mlhappﬂa lo caverage available your Employer, Zmy, under Coverags Seetion 1 or2 above, Unless clhamdn;mm
* - | aparole this designotidn wdll aleo {o coverage availabla throvgh your Bt if any, under Coverage 4and 5 abore,
Daﬂgnndous:{ap# Wﬂmdg:«d. daied, mumzwam’;;;w fs::?m 2 for furiher information. ¥

Primary~FullName Address Soc. Sec. No. % af Benefit

B s Prstin e o T [ 5on [ /A
: Congingent = Full Nawme : Address ~ ui Soc. Sec. No, _Reladonship _% of Benefit

'e‘a" ‘o _ﬁag‘d&- £ L g r ® % T o o -- :J -~
- ﬁm/m Spacela |° - 4 i 1 e

Use this section anly whem you wish o make a change ofter insirance decomes effective. Complete all boxes that appl.

AddDependent  Delete Depedent|  Name Change , Benefidary Changge

Datc of add/delete Former nnme - Other

Jwish to make (be choices indicated on thisform. If electing covms:. 1authorize deductions from €5 10 Covex ibud
if required, toward the cast of insurance, 1 understand that my deduoction ameunt will change itr:;*y c':avgem;a ar cosyc?:uge. =

Hlember/Emplopee Signature Required i Date (Mo/Day/¥r)
_. o 5 £-31- 0¥

SIGNATURE | CHANGE
t_
]I:

Bornings $e e Pon Hour Wk Mo Vi

sir529 1of2 oy
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Beneficiary Information

o Your designation rcvokes all prior designations.

o Benefits are only payable to a contngent Beneficiary if yoware not survived by oue or more primary

Benefidiary(ies). : . o , y - I
e Ifyou name two of more Beneficiaries in a clam: | o ‘
1. Two or moresurviving Beneficiaries will share cqually, unlcss you provide for uncqual shares.

2. Ifyou provide for unequal shares in a class, and two or more Bencficiaries in that class survive,
we will pay cach surviving Beneficiary his or her designated share. Unless you provide otherwise,
we will then pay the share(s) otherwise duc Lo any deceased Beneficlary(ies) to the surviving
Beneficiaries pro raw based on the relationship that the designated percentage or fractfonalshare
of each surviving Beneliciary bears ta the total sharcs of all surviving Beneficlaries. :

3. If only oné Benefclary in a class survives, we will pay the total death henefits to that Benefictary,

1F'a minor (a person not of legal age), or your esmte, is the Beneficiary, it may be necesary to have a

guardian or a legal representative appointed by the éourt before any death benefit can he paid. If the

Beneficiary Is a truse or trustee, the written trust inuse be identified in the Beneficiary designation,

For cxample, *Dorothy Q, Smith, Trustee under the trust agreement dated

Apower of attorney must grant specific authority, by the terme of the docurmentor applicable law, to
make or changd a Bcneﬁgiary designation. Ifyou have questions. consult your legal advicor.

. Dependents Insurance, ifany, is payabls t you, if Hving, or as prqvidcd under your Employer’s coverage
under the Group Policy. ' ’ Ry

517933 2012 (609) .
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CITY OF BELL

DESIGNATION OF BENEFICIARY

Any person now or hereafter employed by the City of Bell may file with his

" appointing power a designation of a person who, notwithstanding any other
provision of the law, will receive all warrants or checks that would have

been payable to the descendent had he survived. A person designated shall

claim such warrants or checks from the appointing power.

On sufficient proof of identity, the appointing power shall deliver the
warrants or checks to the claimant. A person who receives a warrant or
check is entitled to negotiate it as if he were the payee.

You are entitled to change the designation, a5 you deem necessaty This
~ person may be desxgnawd by you filling in the following:

To the inted authonty _
I %Pf '# nqb q. 5Da._cc -2 Do hereby designate

um 16 -Ske¥reled to receive all warrants or checks at the time of
) my death me by the City of Bell.

Ll (eas Tt .uus\/’ 4-27- D%
Signature _ Date

6330 Pine Avenuce, Bell California 90201 = (323) 588-6211 — Fax (323) 771-9473

Page 168 of 213
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In the event of my death prior to relirement, please FAX a copy of this
document to PERS for handling.

Prior to submitting the fax:
e Becky Valdez will need to date her notarization, effective

the date it is being sent in.
e Section'9 - Employer Certification must be completed.

Call one of the following people to get the appropriate fax number to submit
this to PERS.

Donna Hagel (.916). 795-3359. . .
Julie Watson .(916) 795-3217

LizBuke  (916) 795-3120

Wk !
g Gpocm
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o o |

EMPLOYEE DATA
 INFORMATION
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Birth/Marriage
Certificates
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Designation of Beneficiary
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TO: ¢ ZRS/ Benefit Sesvices Division

. Box 842741
sramento, CA 84229-2711
CalPERS Fax:(816) 705-3833
BENEFICIARY DESIGNATION Phone:(888) CalPERS (226-7377)

PERS-85D-241 (Ravised 12/04)

W—!

asa | q-19:5¢
| understand that if { am married or in a regiatarad domestic partnership but do not name my apouss or domastic partner as beneficlary, she/he
may atil be entitied to 8 community property share of my ‘Lump Bum Contribuions’ or a share of any monthly allcwance that may be payable. My
‘Non-Spouss or Non-Partner designated boneficiaries will recelve the porfion of my lump sum benefits, whish are not payabls to my spouse or
domestic partner es his/her community.proparty share. 1 further understand that if my death is determined to be'“Industrial,” spacial death
henofits will be pald in the manner preaciibad by law. If no percentage (%) Is given, the applicable benefits will be pald SHARE AND SHARE

KE.

ADDRESS (Numberand Svvel - [ (Stats)

5T NAME A T %
R P e Tl —T Ls : =

in the event that | survive the parson(s) named above, | heraby designata the following person(s) who survive me, as BENEFICIARIES. If
no percentage (%) is given, benefits will be pald SHARE AND SHARE ALIKE. ;

~ADDRESS (Muniber and SFac) (07 ‘Ln Gade)

Should ) survive all of the persons named ahove, | understand that the benefits payable on account of my death will be pald to my
statutory heneficiaries, or to such other beneficlary or beneficlaries that | may hereafter designate in writing to the Board of |

Administration, all in accordance with the applicable provisions of law.

t
BY THIS BENEFICIARY DERIGNATION, | HEREBY REVOKE ANY PREVIOUS DESIGNATION 1 HAVE FILED. | UNDERSTAND THAT HiY MARRIAGE
OR REGISTERED DOMESTIC PARTNERSHIP, DISSOLUTION OR ANNULMENT OF MY MARRIAGE OR DOMESTIC PARTNERSHIP, OR THE BIRTH
OR ADOPTION OF A CHILD OR TERMINATION OF MEMBERSHIP SUBSEQUENT TO THE DATE | FILE THIS FORM VATH GALPERS, WiLL.
AUTOMATICALLY VOID THIS DESIGNATION, HOWEVER, A DEBIGNATION FILED AFTER THE INITIATION OF A DISSOLUTIONJANNULMENT OF
MARRIAGE OR REGISTERED DOMEE P 1S HOT REVOKED WHE - UTION/ANNULMENT |8 FINALIZED.
i

§ gnatures Required

Are youi legaily married or have a reglstsred domestic partner? N No [JYes
If yes, your spouse or registerad domestic partnar must sign this form
If no, pisase indicate: [J Never mamied/or Never in Domestio Partrership [ Divorced/Annulled ] Widowed

IMPORTANT - You must complete the BSD-800 on the reverss side of this form if you are marrled or have a registered

do. ; your spouse or domestic partneris unabla to sign befow.
MEMBER S8IGNATURE: ; ' Date: ///’3/$£

MEMBER ADDRESS: ___

. N Y
SPOUSAL/REGISTERED DOMESTIC PARTNER ACKNOWLEDGEMENT: By signing this beneficlary designation form, |
acknowledge the Information entered by my spouse/domestic partner.

SPOUSE/DOMESTIC PARTNER SIGNATURE:
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A

\
Standard Insurance Company Enroliment and Change Rorm
Ch ckall box(es) and complete all sections that apply, R c_o_m&@ to your Human Raourm&arlmwf.
Change
Initial Enrollment -[’] Add Dependent [] Delets Dependent  [] Date ofaddldelete b
] Rehiw/Roinstatoment [N BM% Address Change - [] Nome ]
‘B fB nee Whet Was Vour Farmer Name? ', [ Soe. See. No. LA Lo
L SW‘“"ﬁ p‘”)A“"\dﬁ -t IS AL R N L — =
‘”W{Sg O Male (3} Female : BammgsSlspm Pm: E]HourD.Wk OMo [{yr |
8 Dals OF Hire Fiours Worked Per Week Yob TiHle/Occupeton "
1] 1fo3 o *. &S'S’-M“ fo tHhi cAD

' Check with your Human Resources Department about coverage options, Dependent ehgibilim and Evidence OJImmbilm requirements,) .

l.. Life Insurance
X Life/AD&D

B MJeﬂgnanon qpphe.rto Coverage Section | aovaugeabove. Designations mmtvalldmleusigned dated, anda‘elivemdm
the Biiployer during your lifetime. See page 2 for ﬁcrther beneficiary mﬁmatlou )

% of
Primary — Full Name Address Soc. Sec.. No. Rnlaﬁonshin Beneﬁt

L.V 'TMS -S .a b4 . . . ) {Dn . ,w

d _
. | , " %of -
L] ] —Nm . . A@B : G %Sec.No.. . Rﬂm Bmﬁt
5 M\M[L cilociha. L A, ' nece, |00
' 1 |0l Yas39 N

my wages to cover my contribution, if required, toward the cost of insurance.. Imdmlandthatmydeducﬁohamonntwmchange if [
my coverage or costs change. : ‘ j

Member Signature Requiréd .P G ;PL a&mﬁh : Pate (Mo/Dey) /! /I?Z ‘/

Human Resources Department — Retain for your records.

R3547
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Personnel Information
Change of Address
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City of Bell

Memorandum
DATE: January 23, 2004
TO: Theresa Diaz and Alex Veloz

FROM: Angela Spaccia

SUBJECT: Change of Address and Phone Number

Please change my personnel record and City phone contact lists to reflect
my change of address and/or contact phone numbers.

The new address is:

- . - cm—— - -

The new phone numbers are: home- "
Cell- | |,

My work related cell phone number is still:

R3549
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POLICY ACKNOWLEDGMENT AND OATH
'CODE OF ETHICS AND VALUES POLICY

Oath

| have read the City of Bell's Cade of Ethics and Values policy and understand ts axpeciatione.
| agree that com with all local, siate and federal laws and regulations is an inherent

quality of ethical bshavior. Suohlmgmmbutammlmnmw.dn!oaumdm
economic interests; recelpt of loans, gifts, travel paymenis and honorarie; campaign
contributions; ' conflict of interest; dual and incompalible offices; and criminal
misconduct in office. Although compliance with all such laws is expected, | undersiand that this
mwuawmmmlwulmmmmmmmaﬁmmm
code require more then simple adherence fo the law. By signing this code, | pladge my
mmmmammdlnmmmmmmmmdmmwwmm

| fully understand that | am subject to the City's cammendation or censorship, depending upon
my abiiily to exemplify the ethical hehavior promoted by this code.

Page3 of 3

Page 178 of 213

R3O
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POLICY ACKNOWLEDGMENT AND OATH
MONEY AND GIFTS POLICY

Qath

1 have read the Cily of Bel's Money and Gift policy and understand Its expsotations. | agree that
compliance with ali local, state and federal iaws end regulations is an inherent quality of ethical
behavior. Such lews govern, but are not limited to, disclosure of personal economic interests;
receipt of loans, gifte, travel payments and honoraria; campaign contributions; condiict of
interest; dual office-holding and incompalible offices; and criminal misconduct in office. Although
compliance with all such (aws Is expacted, | understand that this policy applies exciusively to
gifte and gratulties rather than legal issuas. By aigning this cade, | pladge my commitment to
uphoid this policy.

i fully understand that | am subject to the Cily's commendation or censorship, depending upon
my ebility to adhere to the-requirements etipulated in this policy.

Aphdpie Zalp— gt

Page3 of 3

Page 179 of 213

R3552
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Original Pre-Employment
Documents
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" PERSONAL INFORMATION

DATE EMPLOYED_ b(30[03 (MALE) @ EEOC
f )eac Lia % Anqda — _
" Middle Initial

Address_ _ - o S N
: Telephonel
Social Security No._ ~ _pirthday__9:/¢-5¢
Spouse’s Name, Rl Birthday.
DEPENDENTS |
~NAME AGE . RELATIONSHIP

EMERGENCY INFORMATION

ame_%:s%&-smcf mjtea_.«_\M F;za.ﬂc s

Middle Initial

Relationship__ 30

Address__Soa2 -
Telephone_'

LD. CARD INFORMATION

56 (3S  fazel  Bawr A@L}éﬁ@__

Height Weight Eyes - Hair Place of Birth

Driver’s License No.

Blood Type

AKA’s
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Oath of Allegiance for Public Officers and Employees

(Required by Article 20, Section 3, California Constitution and Chapter 8,
Division 4, Title 1 of Government Code)

I, ?u A e/lo— 5£°“"w" , do solemnly swear that I
will support ahd defend the Constitution of the United States
and the Constitution of the State of California against all
enemies, foreign and domestic; that I will bear true faith and
allegiance to the Constitution of the United States and the
Constitution of the State of California; that I take this
obligation freely, without any mental reservation or purpose of
evasion; and that I will well and faithfully discharge the duties

upon which I am about to enter.

1

Subscribed and sworn to before me this 390 _ day of _Jitne
2003.

!
AR Rcc.

Signature okPerson Taking Qath

The above oath was taken and
subscribed to before me this
_1_dayof Mz’l 2003

ty City Clerk
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6330 Pine Avenue
Bell, CA 90201 - 1291
(323) 588 - 6211

Pax: (323) 771 - 9473

CITY OF BELL

AUTHORIZATION TO RELEASE INFORMATION

As an applicant for a position with the City of Bell, I am required to
furnish information for use in determining my qualifications. In this
connection, I authorize release of any and all information that you may
have concerning me. This authorization includes, but is not limited to,
my work record, school record, reputation, financial and credit status;
including information of a confidential or privileged nature which does
include any disciplinary action. '

I hereby release you, your organization or others for liability of damage,
which may result from furnishing the information, requested. This
release will expire 180 calendar days after the date signed.

: 4
SIGNED: ﬁ‘ @\aéﬂ._ pecene— Vi @gz@“»—\

DATE: /30 o3

P .
K&r'ﬂwla 59(_;&5&&.
(Applicant’s PRINTED name}

STATE OF CALIFORNIA
COUNTY OF LOS ANGELES

On _Jvly | , 2003 _, beforg me, _Tklmu? ;Df‘tt%
Notary Fublic, personally appeared g

Proved to me on the basis of satisfactory evidence to be the person whose
name is subscribed to the within instrument and acknowledged to me
that he/she executed the same in his/her authorized capacity, and that
by his/her signature on the instrument the person, or the entity upon
behalf of which the person acted, executed the instrument.

R3558
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Form W-4 (2003)

]
]
:
E
[
&

X!

"
!
f2i=
fi

i
g
{
§
i
g
3

4
1Y
is
4]
i
1K

|
|

Nonwage L { have o smomnt of
Incomne, asmsgmmu

mmmmpﬁwm

Personai Alowances Wosksheet (Xeep for your records)

>

Enter *1° if; {

®@ Tmop O

if 00 have Usren o five efigible chivdren or 2

» e vt 50t g

H  Add Ens A through G and enter total here, Nate: This may be dierent from the number of examptions you claim on your tax ratum.
omummmmmwmmumwmaumummmmwmm.

and your spouse both work and the combiriad eamings
Worksheet on page 2 to avoid having too Rile tax

Enter *1" for yourself if no one else can cleim you as a dependant
@ You are single and have only one jab; or

* You are manied, hava anly one jab, and your spouse does not work: or o 'd
® Your wages from & second Job of your spouse’s wages {or the tatal of both) are $1,000 or fess.

Enter *1" for your spouss. But, you may choose to enter *-0-" if you are manied and have either a working spouse ar
mose than one Job. (Entering °-0-" may help you avold having too ltte tax withheld.) .

Emer number of dependents (other than your spouse or yourself) you will clalm on your tax retum
Enter "1 if you will fils as head of hotsehold on your tax retum (sée conditions under Head of household above) .
Enter “1° if you have at least $1,500 of child or dependent caro expenses for which you plan to claim a credit
(Note: Do not includs child support payments. See Pubs, 803, Child and Dependent Care Expenses, for delalis)
Child Tax Credit {including additional child tax credik:
© If your tota! income will be betwaeos $15,000 and

it six or more

e T

-------

mmooO

wm%m&m "1*for each efihia chid phis 1 adchtionat

> H

here and enter the number from fine H on line 6 of Farrm W-4 helow.

........................

OMB No. 1545-0010

For accurscy, 3 Worksheet on page 2.
compiete all  if you have more than one job or ere marrded and
worksheels from all jobs exceed $35,000, see the Two-Eamer,
that gpply. withheid.
® [f neither of the above shuations
------------------ sseses Cut here and glve Form V-4 to your employes. Keep the top part far your records.
rem W4 Employee’s Withhaolding Allowance Certificate
it Rovens Secice. Act ana P Reduction Act Notics, sos pags 2. 2003

Last

35)&:&.1 .

#_ Your socla! securly pumber |

Intasvial
) ] ngm’wﬂrmmmm
yef 2
Sdrwrna nelrlvow -Mwwﬂmn.n-ﬂmm

F

3 ) singie (] Mamied [ mamied, tut withhais at higher Singls rats.
Wote: & masisd, tut gl sepwratad or

¢ i your last namo differs from that shown on your social security
can, chuck here. You must cafl 1-600-7724212 for o asw cart. > [

i ¢ nonnsidant sfisg, cheek e box.

Tmnlnmbedﬂ&nanmmmﬂﬂﬂmﬁmlmuamwmmmuemmma §
Additional smount, it any, you want withhald from each paycheck ., . . .

| claim exemption from withholding for 2003, end | certify that | meet both of the following conditions for exemption:
® Last year | had a right to a refund of all Federa! Income tax withheld because ) hed no tax fabiiity and g
® This year | expect a refund of all Federal incoma tax withheld because | expact 1o have no tax Habiiity.

if yous meet both conditons, write "Exempt”" here . , . .

L3 L] [ L] ’ 1

s ¢« » s @

penslties of pegjury, lwﬁymmlmwedmmmamméw;x;sc;m;d;tms

' “'5 fr2k
CHy of Bell, 6330 Pine Avenue, Beli, CA 90201

eeﬁﬂmal;meuﬂaﬂmmmplm

Dats > ééﬁ/@

9 Offica code
(optional)

10  Empioyer identification number
95 6000677

Cat. Na. 102200

R3560
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Form W-4 (2002) Page 2

Deductions and Adjustmants Workshest
Note: wemmwvmmmmmmmmmamwmmnmmammmmm
1 Enter an estimats of your 2002 itemized deductions. These include qualifying home mortgags interest,

charftable contributions, stste and local taxes, medica! expenses in excess of 7,6% of your income, and

miscaliangous deductions. (For reduce tesnized deductions ur incomb
ismﬂu;mmasoﬁwﬁ%nﬁmgu%smPuh.919l'ord§lya°ns.]. 5 oM o)
§7,850 if married filing jointly or qualifying widow(er)
2 Enter: | S5900Fheadofhousehod .. .
’ $4,700 if single
$3,925 if manied-fiing separstely
Subtract tine 2 from fina 1. f ine 2is greater than line J, enter °0-", . . . . . 5 0.00 o O 4
Entammdmmw»ﬂmmhmm.Mbmmmmmmmm_ 4
Add tines 3 and 4 and enter the total. include any amount for credis from Wosksheet 7in Pub. 918, ., §
Enter an estimate of your 2002 nonwage income (such as dividendsorinteres) . , . . . . , . 8
7
8
9

Subtract ling 6 fromfine 6. Enter the result, butnotfessthan ®0-" , . . . . . . . . . . .
Divida the amount on tine 7 by $3,000 and enter the result here. Drop enyfraction , . . . . . .
Enter the rumber from the Persanal Allowances Worksheet, lnaH.paget . . . ., . . . . .
Add linas 8 and 9 and enter the total here. I yor

enter this total on fina 1 balow, Otherwisa, stog

OO ULV LW

-b

Note: Use this warkshest anly if the instructions under e M an page 1 direct you here,

1 Enter the fumber from fine H, page 1 (or from ins 10 above I you used the Dedductions and Adjustments Workshest)

2 Find the number in Tahle 1 below that appiies to ths lowsst paying joband enterthere , . . . . 2

3 i (ine 1 Is more than or equal to line 2, subtract line 2 from tine 1. Enter the resul here {if zer0, enter
*<0-) and on Form W-4, tina 5, page 1. Donatusetherestof thisworkshest . . . . . . . . . 3

Note: K line 1 ls fess than kne 2, enter “-0-" on Form W-4, fine & page 1. Complate fnes <-9 befow (o
calculste the addirionsl withholding amount necessary to avald a year end tax bt

Enter the number from ine 2ofthisworksheet, . , . . . . . . . &
Enter the member rom fine 1 of tisworksheet , . . . . . . . . . §
Subtractna §bomiined . . | . o o O0lo"b b £f o le 0 oo 0 0o

Find the amount in Table 2 below that appiies to the highest paying jcbandenter Rhere . ., . . .
HMultiply Ene 7 by Bne 8 and enter the resuR here. Tiils is tha additional anmsal withholding needad .

Divids lina 8 by the number of pay periods remaining in 2002. For exampls, divide by 26 If you are feld
every two and you comgplete this form in December 2009, Emter the result here and on Form W-4,
line 6, page 1, This Is the edditional amount to be withheld from sachpaycheek , ., , , . . ., .

Table 1: Two-Earner/Two-Job Worksheet

LW SN WY

mmmng__ AB Qhhers
€ wages from LOWEST Enter on 1 wages from LOWEST Enter on ¥ wreges fom LOVEST Enter on ¥ whges from LONEST Enter on
paying Job are— mnznm_mm_- fine 2 above [ ie 2 obava__paying ob ae— ns 2 above
S0-34000 . . . . O 44,001 - 50,000 e s B $0-88000 .. . O 75001 - 95.000 . . 8
4001- 8000 , . ., . 1 50001 65000 . . , 9 éogi-11000 -, . . 3 83,000 - 130000 . ., 9
9,001 - 15,000 . e 2 §500V- 65000 . , .10 no0t-17000 . . . 2 110008 endover 10
15,001 - 20.000 . 2 83000- 6GOD . , . 93 1001-20000 . . ., 3
35.001 - 33000 g 83001- 11000 | | | 13 feon.3a000 | . . 8
32,001 - 38,000 . .8 1000 -15000 . 1 36001-88000 . . . @
38,00 . 44,000 ? 125001 sndover, . 15 S5000-95000 , . . 7
Table 2: Two-Earner/Two-Job Worksheet
Menied All Others
If wages from HIGHEST Entar an W wages from Hi Enter on
= 80— lina 7 abova BB ling ? shove
$0 - $50,000 3 $450 $0-930000 . , . 430
§0,001 - 100,000 , 800 30,007 - 70000 . £00
100,001 - 150,000 900 70.00% - 140,000 . 900
150,000 - 270,000 1050 140,000 - 300,000 ,« 1080
270,001 and over, 1,150 300,001 &nd aves, . o 1150
mmwwmmmmmm canial numbar. Books of reconds telating to.8 form of its sbuctions must be
information on this nmmmmmmﬁhum retained s lang & their contens neg'ﬁ‘emmmp-dnmmn
mmmmwmmmum of any tnbemal o, tax-setums and setum infarmation ere
and 6109 gnd thelr umm,m.w u&m»mmdlym 8103
forn wil resuft in your being teated a3 d shgle peraon The tme needed to this form wil on Individual
clalims n0 withhalding alowafices; tudent biotuaion sy ded mm&mum&,
mmm uses of tis information Include Lemrving about the law or the fonn, 13 nin.: Preparing the form, 59 mun. if
it to the of Justice far civil and cdmine! Rigation, to citles, sates, you have comuments conceming the eccuracy of thase tims estimates o
and the Distict of Columbia for use in administering thelr tax Iswa, and using suggestions for s fonm simplar, we weudd be 10 hest from
i s ko —_—— o R Cavgors U A8 S ottt e Oy,
o ]
Subiocs 1 the Papenvio Raduction AL uriees v T Gopleys ombd ohf camer Rancho Cordoa, CA 88743-0001
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Q 6330 Pine Avenue
m

Bell, CA 902011291
(213) 588-6211
Fax: (213) 771-9473

Attachment H
R3662

PRE-EMPLOYMENT RELEASE AND WAIVER
TO WHOM IT MAY CONCERN:

I hereby authorize any City of Bell or other authorized representative of
the City of Bell, bearing this release or a copy of it within one year of its
date to obtain any information in your files pertaining to my employment,
credit or educational records; including, but not limited to, academic,
achievement, attendance, athletic, personal history, performance report
background investigations, polygraph examination results, any and all
internal affairs investigations and disciplinary records, credit records,
medical records or medical information in the files of my current or
former employer(s) or any current or former physician(s) or both, which

pertain to my employment,

I hereby direct you to release this information upon request of the bearer.
This release is executed with full knowledge and understanding that the
information is for the official use of the City of Bell.

Consent is granted for the City of Bell, to furnish information described
above to their parties in the course of fulfilling its official responsibilities,
I further understand that I waive any right or opportunity to read or
review any background investigation report prepared by the City of Bell.

1 hereby release you as the custodian of such records and any school,
college, university or other educational institution, hospital or other
repository of medical records, credit bureau, lending institution,
consumer reporting agency or retail business establishment including its
officers, employees or related personnel both individually and collectively .
from any and all liability for damage of whatever kind which may at any
time result t6 me, my heirs, family or associates because of compliance
with this authorization and request to release information or any attempt
to comply with it. Should there be any questions as to the validity of this
release, you may contact me as indicated helow.
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I understand that I have the right to receive a copy of this authorization
and acknowledge that I have received a copy of it.

FULL NAME: __Eﬁm&ﬁ_‘%ﬁ_«‘
~ (Signature to be itnessed'by department personnel)

FULL NAME: _ﬁr'ﬁnse_/(m Deacco-

P | it
DATE: 1\ _ SOCIAL SECURITY NO: _
CURRENT ADDRESS: R o

i) = =

TELEPHONE NO. (DAY) . e
WITNESS: M

w
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(City of Bell

DESIGNATION OF BENEFICIARY

Any persoi now or hereafter employed by the City of Bell may file with

his appointing power a designation of a person who, notwithstanding-any -

other provision of the law, will receive all warrants or checks that would
have been payable to the descendent had he survived. A person
designated shall claim sich warrants or checks from the appointing

power.

On sufficient proof of identity, the appeinting power shall deliver the
warrants or checks to the claimant. A person who receives a warrant or
check is entitled to negotiate it as if he were the payee.

You are entitled to change the designation as you deem necessary. This
person may be designated by your filling in the following:

To the appointed authority:

f"‘, 0
I Hngedla ceAo. Do hereby designate
F. .5_Q.«,m M to redeive all warrants or

checks at the time of my death, duemebythe City of Bell.

o/l
Date

\

R3564
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rCity of Bell

Acknowledgement Form

Please complete and return this form to the Personnel Division of
Administrative Services. If you have any questions regarding the
Employee Safety Handbook and/or the Drug and Alcohol Abuse
Policy, please contact Theresa Diaz, extension 217.

On bl30p3 . I received a copy of the
City of Bell's Employee Safety Handbook and a copy of the
City of Bell's Drug and Alcohol Abuse Policy. I accept
Responsibility for reading and understanding these two.
handbooks. If I have any questions, I will cohtact the
appropriate personnel for clarification.

I understand that a copy of this acknowledgement form will
be placed in my Personnel File located in the Personnel

Division of Administrative Services. .

Employee '
Signature mﬁ/{ %“A’\ Date_£Ao/3

R3565
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a 6330 Pine Avenue

Rell, CA 90208-3291
g 0 BELL .. (213) 588.6211
' Fax: (213) 7719473

R356¢

TO WHOM 1T MAY CONCERN:

I, ?ef‘{-\l\&b\a qum , hereby authorize the release to the City of
Bell any and all records maintained by the California Department of Motor
Vehicles (DMV) pertaining to me. This includes, but is not limited to,
records requested under Califomia Vehicle Code Section 1808.1

My California Diver Licenseis: ____ —r -
Expiration Date: __ 3 -19-0S”

I understand that these records may contain personal or potentially
embarrassing information. I understand that I may be giving up certain
~ rights to keep these records private. I understand that information in these
records may result in my disqualification from further consideration as an
employee of or employment by the City of Bell

I HAVE READ AND UNDERSTAND THIS DOCUMENT.

Dated: bl (>

Signedﬁﬁ%/_ %oo.u.,u/

Print your name: e T <z

WITNESS:

s

DMVauth.

rr 7'l
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EMPLOYEE PRE-SELECTION OF PHYSICIAN
FOR INDUSTRIAL INJURY OR ILLNESS

To: Human Resources/Personnel Dept.
Employee Name: ﬁ ' A aoela Qén.“—m

Department-

Date: _ ¢ (2ol03

Subject: Pria-Selection of Physician for Work-related (Tndustrial) Injury or ll}ness

[] Ihereby exercise my right to choose a physician from the initial date of & work-related injury or
illncss. I certify that the physician named below is my personal physician, has previously direoted
my medical treatment, and retains my medical records. After I submit this notice, I request that I be
allowed to reccive treatment by my personal physician. Ihave previded a-copy of this dooument to
my personal physicisn,

Name of Physician:

Address:

PhoneNo: ( )

"Employee Signature

E/[ elect to use my employer’s designated medical providers for a work-related injury or iliness.

: L { sp———
Employee Signature
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P'IER ANGELA SPACCIA #148

Monthly Vacation Accrual Rate (lrs) 213
nhual Total Hours of Vacation Accrued 2556

Biweekly Vacation Hours 9.84
- Hourly Rate S5 ERER

et LAIF interest rate/Jan-March zooam

1 08/0B B03.51 25.4% 58.8 y
2 01/20/08 49,675.83 3,722.49 94.77 3.627.72
3 02/03/08 46,048.11 3,722.49 87.85 3,634.69
4 02/17/08 42,413.46 3,722.49 80.91 3,641.58
5 03/02/08 38,771.89 3,722.49 73.96 3,648.53
6 03/16/08 35,123.36 3,722.49 67.00 3,655.49
7 31,467.88 2.4 — %

18 08/31/08
19 09/14/08
20 09/28/08
21 10/12/08
22 10/26/08
23 11/09/08
24 11/23/08
25 12/07/08
26 12/21/08

“"»J LE g ),' WeRhh.
R Bt Pier'Angela Spau:ia
For: LOAN REIMBURSEMENT- PAYROLL ENDING
Acct # Interest Payment- 85-521-1000-0199 $ 031

Acct # Principal Payment- 85-521-1000-0199 260.94
$ 260.75
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K300y

P'IER ANGELA SPACCIA #148

Monthly Vacation Accrual Rate (hrs) 213
nnual Total Hours of Vacation Accrued 2556
Biweekly Vacation Hours 9.84

Hourly mmxw

= _ : _ as-m-mg .

)

2

3

4

5
oaid 50,4585 : 62,299.38 994.41 122,44 871.97
[ock ot vcation sl b | 6LA741 99441 1073 anes
halance of4,829.77. Employes was 50,553.77 394.41 120,41 874.00
granted 8 4th admin agreement ioan 59,679.73 994.41 118.67 875.74
mm“m ree 58,803.99 994.41 116.93 877.48
\76,828,77 57,926.51 994.91 115.18 879.22
: 57,047.30 994.41 113.44 880.97
13 06/24/07 56,166.32 994.41 111.68 882.73
: 14 07/o8/07 5528360  50453.83 109.93 50,343.90
18 07/22/07 76,939.7¢C ~ 2,226,45 154.77 = 2071.72
16 08/05/07 74,867.97 2,226.49 150.60 2,075.89
17 08/19/07 72,792.08 2,226.49 146.42 2,080.07
18 05/02/07 70,712.02 2,226.49 142.24 2,084.25
19 09/16/07 68,627.77 2,226.49 138.05 2,088.44
22 10/28/07 62,350.08 2,226.49 125.66 2,100.83
23 11/11/07 60,249.25 2,226.499 121.43 2,105.06
29 11/25/07 58,144.18 2,226.49 117.18 2,109,31
25 12/09/07 56,034.87 2,226.49 112.93 2,113.56

26 12/23/07 53,921.32

Balance @ end of 2007 $ 51,803.50
e l'cl'al Pamennhllelmhnu (:Ity 3

For: LOAN REIMBURSEMENT- PAYROLL ENDING
Acct # Interest Payment- 85-521-1000-0199 $ 108.67
Acct # Principal Payment- 85-521-1000-0199 2,117.82

$ 222649

QIRINNtN
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P'IER ANGELA SPACCIA #148

,Monthly Vacation Accrual Rate (hrs) 21.3
nhual Total Hours of Vacation Accrued 255.6
Biweekily Vacation Hours

Hourly mmm $

asal LAIF interest rate/Jan-March 2006 (a8
Effective biweekly interest rate

1 A .
2 01/22/06 73,471.65 875.20 102.58 772.62
3 02/05/06 72,699.02 875.20 101.50 773.70
4 02/19/06 71,925.32 73] :
5 03/05/06 71,150.54

6 03/19/06

7 04/02/08

8

9

47,293.66
18 09/03/06 46,406.24 969.82 80.85 868.97

19 09/17/06 73,512.27 969.82 128.09 841.73

2% 12/24/06 67,500.05 094.41 127.99 866.42
Balance @ end of 2006 $ 66,633.63 2
e, - Tohll'aymenbtolwmbumdty $24,304 '
RNy ST e

Acct # Interest Payment- 85-521-2000-0199 $ 128.14
$ 984.41

R3570
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R3571

P'IER ANGELA SPACCIA #148

Monthly Vacation Accrual Rate (hrs) 8 21.3 ~Hourly and Vacation
- Annugl Total Hours of Vacation Accrued 96 255.6 Accrual Rate Increased
Biweekly Vacation Hours 3.720 984 asof 7/1/08

Hourly Rate it 88008 087 <G8

Annual LAIF interest rate/Jan-March 2005 $580d i Sl
Effective biweeldy Interest rate 0.000915385

Annual LAIF interest rate/April-June 2005 (285 (SR8
Effective biweekly interest rate 0.001096154_

9 05/01/05 71,410.60 23125 65.37 165.88

] DSHENS 71,244.72 231.25 65.22 166.03
On 11/4/05 a second loan for 71,078.69 231.25 65.06 166.18
e e e 70,912.51 231.25 64.91 166.34
m,_gz + wgm 70,746.18 231.25 64.76 166.49
|betancs 978,187.97 el 37060 87519 6461 81059
15 2405 | '69,769.10 875.19 6.48 98.72
16 os/oms 68,970.38 875.20 75.60 799.60
17 08/21/05 68,170.78 875.20 74.76 800.44
18 09/04/05 7,370.34 875.20 73.85 80135
19 09/18/05 5%,568.99 875.20 72.97 802.23
=20 10/2s 6576676 _ et e S0S:11
21 10/16/0! 64,96365 875.20 a7 79
2 10/30/05 64,167.9% 875.20 78.48 796.72
23 13/13/05 77,371.20 875.20 94.63 780.57
24 11/27/05 76,590.63 875.20 93,68 781.52
25 12/11/05 75,809.11 875.20 92.72 782.48
26 12/25/05 75,025.63 875.20 91.76 783.44

Balance @ end of 2005 $ 74,243.19

Total Faymentsbmmmrsedtv _$14,383.84 5&: $12,562.70
Gl R YR T NGO (L RIS e 1 Y LT e R PR
From: PlerAngela Spaccia
For: LOAN REIMBURSEMENT- PAYROLL ENDING  12/25/2005

Acct # Interest Payment- 86-521-2000-0199 $ 45.91
Acct # Interest Payment- 87-521-2000-0199 45.91
Acct # Principal Payment- 86-521-2000-0199 391.69
Acct # Principal Payment- 87-521-2000-0199 . 391.69

$ 875.20
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Employeo Name Pier'Angela Spaccia

Monthly Vacation Accrual Rate (hrs) 8
Annual Total Hours of Vacation Accrued 96
Biweelkly Vacation Hours 3. 69
Hourly Rate '481875° 1%

Annual LAIF interest rate/Oct-Dec. : m' Mg
Effective biweekly interast rate 0
Annual LAIF interest rate/Jan-March @ﬁﬁﬂi‘: g
Effective biweekly interest rate 0
Annual LAIF interest rate/April-June 99035
Effective biweeldy interest rate 0
Annual LAIF interest mﬁelJuly—Septm:&_ﬁ 4
Effective biweekly interest rate 0.000626823

" ‘ .
P IR 'h- ‘E. 'w a m&h&(@s’ 4\!&&1&‘ “d{ ‘.....'Jf.f..n..v
LOAN BINEEKLY BMVEEKLY
AMOUNY PAYMENTS

86-521-2000-0199
87-521-2000-0199
1 1107/03 77,500.00 181.50 48.59 132.02
2 11/21/03 77,387.08 181.60 48.50 133.00
3 12/05/03 77,.234.08 181.50 48.42 133.08
4 12/19/03 77,101.00 181.50 48.34 133.17

Balance @ end of 2003 $ 76,067.84
Total Payments to Relmburse City § 72601 § 19385 § 632.16

B AR i s Lot e B M e RS S e R R
me PierAnge!a Spaccia

For: REIMBURSEMENT OF LOAN FORPAY OF 1211912003
Acct# Interest Payment- 87-621-2000-0189 $ 24.28
Acct# Interest Payment- 86-521-2000-0189 24.28

Acct# Principal Payment- 87-521-2000-0199 66.45
Acct# Principal Payment- 86-521-2000-0189 66.49

$ 181.50
et )

8/5/2010
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ADMINISTRATIVE AGREEMENT

This Adininistrative Agreement (“Agreement”), is made and entered into this 1* day of
March, 2010, by and between the CITY OF BELL (“City™) and Pier'Angela Spaccia
(“Employee™), Assistant CAO for the City of Bell. _

NOW, THEREFORE, CITY AND EMPLOYEE agres to the following;

1. Employee shall be entitled to a ca;'ib advance, from the City, an amount not to
exceed $130,000 (One Hundred Thirty Thousand Dollars).

2. The Agreement is subject to the following provisions:

a)

b)

Employee assigns to City any rights under the Agreement or Federal, State
or local law to collect from wages eamed up to the unpaid balance plus
accrued interest;

Repayment of the cash advance shall bear interest that shall compound
biweekly and accrue at a rate equal to the annual interest rate of the Local
Agency Investmemt Fund (LAIF) administered by the California State
Treasurer for the quarter prior to the disbursement of the cash advance.
The interest rate to be used after dishursement of the advance shall be the
LAIF interest rate prior to the quarter of the payment date;

The term of the advance shall commence on the date of disbursement of
the cash advance and shall continue until the date the repayment is fully
satisfied by payment as provided herein; ;

Payment of the loan and the accumulated interest should be paid in full to
the City no later than May 28, 2010,

In the event of Employee’s termination, repayment of the advance
outstanding shall immediately become due and payable;

In the event of Employee’s termination, if repayment of the advance is not
fully satisfied by the employee’s the wages eamned; employee should
obtain a conventional loan to meet the afommennoned obligation to the

City;

2) City and Employee hereby acknowledge and agree that this Agreemmt is in full
force and effect. All capitalized terms not specifically defined herein, shall have

the same meaning ascribed to them i in thé Agreement.

Adminisiralive Agresment — A. Spaccia
March ’l ,2010

Page 200 of 213

[aS TR

B052099
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IN WITNESS WHEREOF, the parties have caused-this Administrative Agreement to be
executed as follows: '

“City”
CITY OF BELL, CALIFORNIA

2

Chift Adffinistrative Officer

L3S

-4\9_/

iy

—Pier’Angela' paccia, Alssistant to CAO

B N

Administrative Agreement — A. Spaccia
March 1, 2010
2

B052100
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July 19, 2007

TO: Rebecca Valdez,
Acoount Clerk

FROM: Ana L. Hemandez, <&
Management Analyst

RE: Pier Angela Spaccia #148

Due to the salary increase for Pier Angela Spacda on 7/1/07 and the
vacation accrual increase, please change the bj-weekly miscellaneous payroll
deduction for her administrative agreement repayment to $2,226.49 effective
pay period ending 7/22/07.

If you have any questions, p!easemntactmatm224. Thank you.

B051865
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P'IER Al. LA SPACCIA #148

Monthly Yacation Accrual Rate (hrs) - 21.3
~ mual Total Hours of Vacation Accrued 255.6
Blweekly Vacation Homg o AR6d

Novi v

1 :
2 01/2&/!)7 68,849,53 99991 120.42 864.99
3 02/09/07 64,904.54 924941 127.72 066,68
4 02/23/07 64.117.85 9991 126,02 €68.39
3 0/09/07 63,249.96 99941 124.31 870,10
6 J83j07 6237936 00 9441 12260 O
8

9

10/19/07

22 13/02/07 62,171.3
23 13/26/07 59.944.64
24 11/30/07 57,718.3%
2% 12/149/07 9.491,86
26 12/28/07 53,265.37

Balance @ end of 2007 $ 51,038.88

2 'l'bhll!avmentswaelmbnmqu

: 2/22/2002
Acck # Interest Payment- 85-521-1000—0199 $ 154.94
Actt # Principal Payment- 85-521-1000-0199 __ 2,07,

7118/2007

B051966
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NCTION =  INQUIRE EMPLOYEE # 148 , CUNIINUED ) : R
AUTOM € DI

VAGC ACCR RATE 19.686u ACCOUNT # PERCENT
SICK ACCR RATE 7.3920 77 0852650180110 6.00
FLOAT ACCR RATE 40.0000 78 0952560190110 6.00
VAC HRS BAL 54.4240 . 79 1062550300110 5.00
(SICK 100% BAL) 391.7760 80 4552587400110 5.00
FLOAT HRS BAL 40.0000 81 8552110000110 80.00
COMP HRS BAL 0.0000 82

ADJUST W2 3727.67 83

SICK PERSNL HRS 0.00 84

B051967
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MEMO

July 10, 2006

TO: Theresa Diaz,
Management Analyst

FROM: Ana L. Hernandez,
Management Analyst

RE: Pier Angela Spaccia #148

Due to the salary increase for Pler Angela Spaccla on 7/1/06, please
change the bi-weekly miscellaneous payroll deduction for her cash advance
repayment from $875.20 to $969.82 effective pay period ending 7/09/06.

If you have any questions, please contact me at ext 224. Thank you.

B051968
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1AME GWAHUO FUR UAILTE (MMUDYY )

EMP NO. SEQ# EMP ' ME

148

GL#
01101

HRLY RATE
98.5581

HOURS

4.92 484 .91

SALARY
78684 .86
0.00

'1S8 EMPLOYEE:

HOURS 0 EARNINGS

FUNC NO

EARNINGS

Respondent Exhibit 43
vrs/uy/uo

PIE; ANGELA SPACCIA

TYPE WORK

10
9=Conp earned
10=Regular
11=Retro
12=Educ
13=Dif¥
14=4850
16=10D/Hrk Cmp
18=Egduc (Nontxbl)
19=Bereavement
20=0Overtime
30=CRA (PERS)
31=8PA (PERS)
32=PLN (PERS)
33=CHA (PERS)
34=PFA (PERS)

U i LI

:START |
INTRY |

NEXT !
,EMPLOYEE !

oo oo

CHANGE 4

DATE | ,

Page 206 of 213

40=Holiday
44=F1t Hol (PERS)
45=Float Hol
50=Vacation
60=Siok 100%
61=8ick 75%
62=8ick 50%
63=8ick persnl
80=Standby
81=Court
90=Training
at=Uniform
95=Misc
96=Life insur

e e

EXIT

I

B051869
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®

MEMO

July 20, 2004

TO:
FROM:

Theresa Diaz,
Management Analyst

Ana L. Hernandez,
Management Analyst

Pier’Angela Spaccia #148

Due to the salary increase for PlerAngela Spaccia on 7/1/04, please
change the miscellaneous payroll deduction for her cash advance from $181.50

to $231.25 effective pay period ending 7/25/04.Thank you.

B051970
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Debt Service £ “edule for Payroll Loan -Ye 2004
P'IER ANGELA SPACCIA #148
Monthly Vacation Accrual Rate (hrs) 7t/2n04
Annual Total Hours of Vacation Accrued
Biweekly Vacation Hours
Hourly Rate Fier $ 62.50

Annual LAIF interest rate/Oct-Dec 2003, &
Effective biweekly Interest rate
Annual LATF interest rate/Jan-March [

Effective biweekly interest rate 0. 000565385

Annual LAIF interest rate/April-June 2004
Effective biweekly interest rate __ 0-

INTERESY
86-521-2000-0199
| 3 E = I o . __87-521-2000-0199
1 01/02/04 76,967.84  181.50 48,25 133.25
2 01/16/04 76,834.59 181.50 46.10 135,40
3 01/30/04 76,699.19 181.50 46.02 135.48
4 02/13/04 76,563.71 181.50 45.94 135.56
5 02/27/04 76,428.14 181.50 45.86 135.64
6 03/12/04 76,292.50 181.50 45.77 135.73
7 /26
9 04/23/04 75,882.44 181.50 42.90* - 138.60
10 05/07/04 75,743.84 181.50 42.82 138.68
11 05/21/04 75,605.16 181.50 42.75 138.75
12 06/04/04 75,466 41 181.50 4267 138.83
[ g f B8 6/ B1, 5 41.61 19 86
15 07/16/04 75,048.81 231.25 41.57 189.68
16 07/30/04 74,859.12 231.25 41.46. 189.79
17 08/13/04 74,669.33 231.25 41.36°;; 189.89
18 08/27/04 74,479.44 231.2% 41.25 190.00
19 09/10/04 74,289.44 231.25 41.14 190.11
- : 41.04 190.2)
,909, 231.25
22 10/22/04 73,677.87 231.25 231.25
23 11/05/04 73,446.62 231.25 231.25
24 11/19/04 73,215.37 231.25 _ 231.25
25 12/03/04 72,984.12 231.25 v 231.25
26 12/17/04 72,752.87 231.25 231.25

Balance @ end of 2003 § 74,099.33
Total Paymenls to Relmburee cuy m ;.so mas so;:

. . Plel‘AngeIa " _
FOI'. REIMBURSEMENT OF LOAN FOR PAY OF

Acct # Interest Payment- 86-521-2000-0199 $ 20.79 o
Acct # Interest Payment- 87-521-2000-0199 20.78
Acct # Principal Payment- 86-521-2000-0199 94.84
Acct # Principal Payment- 87-521-2000-0199 94.84

$ 231,25

7/20/2004

Page 208 of 213

B051971

NI 1



Attachment H Respondent Exhibit 43 Page 209 of 213
R3582

*x% DOSTING DETAIL ##%
JNCTTON: INQUIRE EMPLOYEE#: 148 |

NAME (LAST,FIRST) SPACCIA ,PIER'ANGELA 15 DATE HIRED(FT):070103

)
} CLASSIFICATION: 8810 16 DATE NEXT REVIEW: el
I TITLR: ABSISTANT TO CAO 17 DATE STEP INCR: 070104
i SEX (M/F): F 18 STEP:
i RATE/HR: 62.5000 19 DATE OF BIRTH: 091958
" RATB/SEMI-MO: 0.00 20 DATE HIRED(PARTTIME)
 RATB/MO (STRP) : 10833.33 21 DATE TERMINATED:
' RATE/YR: 0.00 22 BANK 1 ACCT#: 0635182470 *ACH CD: 1
I 100% SICK BAL: 29,7920 23 BANK 2 ACCTi#: *ACH CD: O
. 75% SICK BAL: 112.0000 24 BANK 3 ACCT#: *ACH CD: O
50% SICK BAL: 112.0000 25 ADD'L INFO:
DRIVERS LIC#: 26 ADD'L INFO:
HOME TELE#: 27 ADD'L INFO:

28 TELEPHONE#: CELL-

29 TELEPHONE{#: WCELL-
*ACH CD: CHECKING SAVINGS

ACTIVE = 1 2
ON HOLD = 10 20
PRENOTE = 19 29

! l - -~ ] — - ,-—-.- Ty —pE — ,

{ ; . .| PRINT | NEXT EXIT

| l : | RECORD |

B061972
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Attachment H

MEMO

October 29, 2003

TO: Theresa Dlaz,
: Management Analyst
FROM: Ana L. Hernandez,

Management Analyst

RE: Pler'Angela Spaccia #148

Per the Employment Agreement, please add a miscellaneous deduction In
the amount of $181.50 for her payroll loan repayment effective PPE
11/02/03. Her payroll loan was approved on October 15 2003, attached

you will find the supporting documentation.

Thank you.

B051973
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Jl{_tég!l Payroll Loan Relmbursement

YEAR 2003
Employee Name Pler'Angela Spaccia

Monthly Vacation Accrual Rate (hrs) 8
Annual Total Hours of Vacation Accrued 96
Biweekly Vacation Hours 3.69
Hourly Rate FEiaR:

Annual LAIF interest rate/Oct-Dec.
Effective biweekly interest rate
Annual LAIF Interest rate/Jan-March
Effective biweskly Interest rate 0
Annual LAIF interest rate/April-June
Effective biweekly Interest rata
Annual LAIF interest rate/July-Sept
Effective biweekly Interast rate 0. 000626923

fof PAYROLL LOAN  BIWEEKLY BIWEEKLY BIWEEKLY
Pms DATE AMOUNT  PAYMENTS | |
87-621-2000-0199
87-521-2000-0199
1 11/07/03 77,500.00 181.80 48.59 13292
2 11/21/03 77,367.08 181.50 48.50 133.00
3 12/06/03 77.234.00 181.50 48.492 133.08
4 12/19/03 77,101.00 181.50 48.34 133.17

Balance @ end of 2003 $ 78,967.84

Total Payments to Relmburse City §  726.00 § 18385 & 532.16

D I P B R e R R ey Tt A
From: PierAngela Spaccia
For: REIMBURSEMENT OF LOAN FOR PAY OF 7,

Acot?# Interest Payment- 87-521-2000-0189 $ 24.28
Acct® Interest Payment- 88-521-2000-0199 24.28
Acct# Principal Payment- 87-521-2000-0199 66.46
Acct# Principal Payment- 86-521-2000-0199 8649

S 181.50
= e ]

10/29/2003

B051974
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P T S TN

City of Beli
Memorandum

October 15, 2003

TO: LOURDES GARCIA
DIRECTOR OF ADMINISTRATIVE SERVICES

| FROM: ROBERT RIZZO
CHIEF ADMINISTRATIVE OFFICER

SUBJECT: WARRANT REQUEST

repayment clauses are stipulated on the aforementioned agreement.

pammmmmﬁummmxwwmﬁb
auﬂuwﬁwto;uqmutt!vwmnmnpnwﬂﬁeﬁolﬁm“Ahuydaswumﬂahl‘Ezﬂke -’ﬂ“%ﬂ;ué.

for advance of pay in-liew of vacation acorual balance. The term, conditions and

Page 212 of 213

R3585

Oma-
Porsse wise
Moo+ St
uﬂ{ Vazahow. w
Qs Lheh
pued.

We Wafes . Ao

[ CITY OF BELL
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'UNCTION = INQUIRE EMPLUYEE # 148 » CONTINUED
AUTOMATIC DISTRIBUTION

2 VAC ACCR RATE 3.6960 ACCOUNT # PERCENT
3 SICK ACCR RATE 3.6960 77 8652120000110 50.00
4 FLOAT ACCR RATE 20.0000 78 8752120000110 50.00
5 VAC HRS BAL 29.5680 79
- (SICK 100% BAL) 29.5680 80
7 FLOAT HRS BAL 20.0000 81
8 COMP HRS BRal, 0.0000 82
9 ADJUST W2 0.00 83
) SICK PERSNL HRS 0.00 84
85
AUTOMATIC EARNINGS 86
FREQ TYPE WRK  AMOUNT ACCOUNT # 87
L0 0 0.00 88
V0 0 0.00 89
I 0 0.00 920
0 0 0.00 91
0 0 0.00 92
0 0 0.00

B051977

" ey





